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FILLING ALL NEEDS 


in a wide range of laboratory procedures... 


CULTURE MEDIA 

Dehydrated e Prepared in Tubes and Bottles 
e Peptones and other Culture Media Ingredi- 
ents e RIMSEAL Sterile Disposable Plated Media 


LABORATORY APPARATUS 


BREWER Automatic Pipetting Machines e Anaer- 
obic Jars e Petri Dish Boxes e Slide Staining 
Racks e Culture Tube Cabinets e Bacteriolog- 
ical Display Racks e Tube Rotators e Dilution 
Bottle Shakers e Metal and Anaerobic Petri 
Dish Covers 


BALTIMORE BIOLOGICAL LABORATORY, INC: Baltimore 18, Maryland 


Division of B-D Laboratories, Inc. 
In Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 
B-B-L, KILIT, RIMSEAL, SENSI-DISC, AND TAXO ARE TRADEMARKS 


MICROBIAL SUSCEPTIBILITY TEST ITEMS 
SENSI-DISC antimicrobial discs e Automatic 
SENSI-DISC Dispenser 


MISCELLANEOUS 


Stains e Indicators e Chemicals e Carbohy- 
drates e TAxo Discs for Microbial Differentia- 
tion e xitit Ampules for Sterilization Control 
e Disposable Polyethylene Lab Gloves e Fiuo- 
rescein Isothiocyanate e Penicillinase e Ceph- 
alin Cholesterol Antigen 
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“The experience to date with (i 
eriseofulvin has been so promising 
for the management of Microsporum 
audouint, Trichophyton tonsurans 
and Trichophyton violaceum that tt 
has become the treatment 
of choice for these in- 

fections of the scalp.” 

Supplied: Futvictn Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 
in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 


complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM ‘NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 
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| MILK CRYOSCOPE . .. the instrument around which 


the official procedures are written, as described in latest 
Standard Methods for the Examination of Dairy Products, 
A.P.H.A., and in Laboratory Manual Milk Industry 


Foundation. The Fiske Cryoscope also meets the specifica- 
tions of the A.O.A.C. 


STOP! ADDED WATER IN MILK 


Fiske Milk Cryoscopes determine accurate water con- 
tent in milk and other dairy products by the freezing- 
point method. An aid to dairies and processors in 
controlling the quality of their product. Enables 
public health authorities and testing laboratories to 
process test samples rapidly and easily with minimum 
of technically trained personnel. 

Today’s Fiske Milk Cryosopes, available in labora- 
tory or portable models, offer these . . . 

NEW EXCLUSIVE FEATURES: * SHOCK FREEZING 
DUAL STIRRING RODS e¢ BUILT-IN INTERVAL TIMER 
STAINLESS STEEL UNBREAKABLE TEMP. PROBE e 
INTEGRATED PRE-CHILL BATH. 

For complete details, specifications, and applications, 
wrile to: 


_f FISKE ASSOCIATES,INC. 


Bs) BETHEL, CONNECTICUT 


Creators of 


Precision Electronic Devices 
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the first comprehensive 
regulator of 
female cyclic function 


(brand of norethynodre! with ethynylestradio! 3-methy! ether) 


THE BASIC ACTION 


Enovip closely mimics the balanced progesta- 
tional-estrogenic action of the functioning corpus 
luteum. This action is readily understood by a 
simple comparison. In effect, ENovin induces a 
physiologic state which simulates early pregnancy 
—except that there is no placenta or fetus. Thus, 
as in pregnancy, the production or release of 
pituitary gonadotropin is inhibited and ovula- 
tion suspended; a pseudodecidual endometrium 
(“pseudo” because neither placenia nor fetus is 
present) is induced and maintained. 


Further, during ENovin therapy, certain symp- 
toms typical of normal pregnancy may be noted 
in some patients, such as nausea—which is usu- 
ally mild and disappears spontaneously within 
a few days—breast engorgement, some degree of 
fluid retention, and often a marked sense of well- 
being. There is no androgenicity. ENovip is as 
safe as the normal state of pregnancy. 

THE BASIC APPLICATIONS 


1. Correction of menstrual dysfunction. Emer- 
gency treatment of severe dysfunctional uterine 
bleeding is promptly effective following the ad- 
ministration of ENovip in larger doses. Cyclic 
therapy with Enovip controls less severe dysfunc- 
tional uterine bleeding. In amenorrhea cyclic 
therapy with ENnovip establishes a pseudodecidual 
endometrium providing the patient has endo- 
metrial tissue capable of response. 


2. Ovulation suppression (to suspend fertility). 
For this purpose Enovip is administered cycli- 
cally, beginning on day 5 through day 24 (20 
daily doses). The ovary remains in a state of 
physiologic rest and there is no impairment of 
subsequent fertility. When ENovin is prescribed 
for this cyclic use over prolonged periods, a total 
of twenty-four months should not be exceeded 
until continuing studies indicate that its present 
lack of undesired actions continues for even 
longer intervals. Such studies are now in their 
seventh year and will regularly be reviewed for 
extension of the present recommendation. 


...unfettered 


3. Adjustment of the menses for reasons of health 
(impending hospitalization for surgery, during 
treatment of Bartholin’s gland cysts, acute ure- 
thritis, rectal abscess, trichomonal or monilial 
vaginitis), or other special circumstances con- 
sidered valid in the opinion of the physician. 
For this purpose ENovip may be started at any 
time in the cycle up to one week before expected 
menstruation. Upon discontinuation, normal 
cyclic bleeding occurs in three to five days. 


4. Endometriosis. Continuous therapy with 
Enovip corrects endometriosis by producing a 
pseudodecidual reaction with subsequent absorp- 
tion of aberrant endometrial tissue. 


5. Threatened and habitual abortion. ENovin 
should be used as emergency treatment in threat- 
ened abortion although symptoms may occur too 
late to be reversible. Continuous therapy with 
Enovip in habitual abortion is based on the phys- 
iology of pregnancy. ENovip provides balanced 
hormone support of the endometrium, permit- 
ting continuation of pregnancy when endoge- 
nous support is otherwise inadequate. 


6. Endocrine infertility. ENovin has been used 
successfully in cyclic therapy of endocrine infer- 
tility, promoting subsequent pregnancy through 
a probable “rebound” phenomenon. 
THE BASIC DOSAGE 

Basic dosage of Enovip is 5 mg. daily in cyclic 
therapy, beginning on day 5 through day 24 (20 
daily doses) . Higher doses may be used with com- 
plete safety to prevent or control occasional “spot- 
ting” or breakthrough bleeding during ENovip 
therapy, or for rapid effect in the emergency 
treatment of dysfunctional uterine bleeding and 
threatened abortion. 


Enovin is available in tablets of 5 mg. and 10 mg. 
Literature and references, covering more than 
six years of intensive clinical study, available on 
request. 


SEARLE 


Research in the Service of Medicine 
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The new Kimble catalog features full lines of KIMAX Beakers, 
Erlenmeyer Flasks, Petri Dishes, plus a host of money-saving innovations 


Krmax hard glass beakers, from 1 to 4000 

Krmax Erlenmeyer flasks through 6000 ml... 

Kmax Petri dishes, with covers and bottoms 
clearly distinguishable . . . 


Coror-Copep pipets . . . CoLor-Copep culture 
tubes . . . square flasks . . . round flasks .. . 
Raysorb low actinic ware . . . 


these are but a few nuggets from the new 
Kimble goldmine of fine laboratory glassware. 


You'll find important improvements in hun- 
dreds of Kimble items in our new catalog. Take 
beakers, for instance. Made of tough Kimax® 
hard glass. Beads are extra heavy. Glass is uni- 
formly distributed throughout. Pour-out design 
minimizes dripping. Enameled marking area 
facilitates marking and erasures. 

The entire Kimble line has been greatly ex- 


‘panded. Now, it’s easy and profitable to buy 


the bulk of your needs from Kimble. Dealers in 
most states offer 28 per cent discount on orders 
of 150 cases or more. 


7\~ EVERY DAY SEES SOMETHING NEW AT KIMBLE 
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laboratory glassware 


This new Kimble catalog 
should be on the shelf of 
every progressive labora- 
tory. If you do not have 
one, mail coupon today. 


Kimble Glass Company, Subsidiary of Owens-Illinois 
Dept. APH-11, Toledo 1, Ohio 


Please send me the new Kimble catalog which 
includes the expanded Krmax glassware line. 


Name 


Firm 


Address 


Position 


KIMBLE LABORATORY GLASSWARE 
an (1) PRODUCT 


NOVEMBER, 1961 


GENERAL OFFICES + TOLEDO 1, OHIO 
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Now you can get 
No. 1: thickness CORNING’ cover glass 


at new, low prices 


Leading manufacturers of microscopes 
say this thickness gives best, results 
with high-power dry objectives. 


Now, for the first time, you need not pay a 
premium price for the cover glass thickness 
which most manufacturers use to prefocus 
their instruments’ ontical systems and rec- 
ommend for optimum performance. 

You can get No. 1% thickness of our fin- 
est quality CORNING cover glasses—in the 


very same sizes of squares, rectangles and 
circles as our standard No. 1 and No. 2 thick- 
nesses—for less money than any other No. 
1% covers on the market. Squares and rec- 
tangles are only $2.30 per ounce. A saving 
of $1.35 over the old price. 

You can save still more by combining or- 
ders for No. 1% cover glass with those for 
your Pyrex® laboratory ware needs, to get 
quantity discounts as high as 23.5%. 

We package squares and rectangles to give 
you cleanliness and convenience. For most 
of your applications, CORNING cover glasses 
are clean enough to use as they come out of 
the dispenser box. They come out easily, too, 
because they are packed for convenient one- 
at-a-time removal by the edges. 

For more information on CORNING cover 
glasses, call your laboratory supply represent- 
ative or write for Supplement No. 3 to Cat- 
alog LG-2. Laboratory Glassware Depart- 
ment, 8011 Crystal St., Corning, N. Y. 


CORNING GLASS WORKS 


CORNING MEANS RESEARCH IN GLASS 
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: PYREX® taboratory ware... the tested tool of modern research 


trichomonal/| monilial | mixed 
vaginitis { vaginitis | infection 


only comprehensive therapy 
can reach all three vaginitis patients 


effective against all three vaginitis pathogens: Trichomonas vaginalis, Candida al- 
bicans, Hemophilus vaginalis — The current controversy concerning the frequency of 
various organisms causing vaginitis may be due to “a larger prevalence of mixed 
infection than is commonly assumed...To succeed, the topical preparation used 
should possess sufficient activity to eliminate trichomonads, fungi, and any associated 
pathogenic bacteria, such as H. vaginalis.” Ensey, J.E.: Am. J. Obst. & Gynec. 77:155, 1959. 


1. POWDER for weekly application in your office: Furoxone® (furazolidone) 0.1% 
and Micorur® (nifuroxime) 0.5%, in an acidic, water-dispersible base; 15 Gm. 
squeeze bottle with 5 disposable applicator tips. 


2.SUPPOSITORIES for continued home use—on your prescription only — FUROXONE 
0.25% and Micorur 0.375% in a water-miscible base; boxes of 12 or 24 


with applicator. 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK  \—J 
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New Books in Two Series 


from the 


AMERICAN PUBLIC HEALTH ASSOCIATION 


GUIDE TO A 
COMMUNITY HEALTH STUDY 


2nd Ed., 1961, 156 p., $2.50 


One of a series of works from the APHA 
Committee on Public Health Administra- 
tion to aid in developing, maintaining, and 
improving community services. ©¢ This 
guide is a field-tested and convenient 
method for such groups as health councils, 
PTA’s, service clubs, granges, TB associa- 
tions, and like organizations to inventory 
community health needs with the help of 
professional public health workers. © New 
materials have been added on mental 
health, disaster planning, safety and medi- 


cal care. 


Others in the series are “Administration 
of Community Health Services” published 
by the International City Managers As- 
sociation (for details on content and price 
and ordering instructions see advertise- 
ment this issue) ; also “Evaluation Sched- 
ule,” for the use of professional health 
workers in their study and appraisal of 
community health programs. 


SERVICES FOR CHILDREN 
WITH EMOTIONAL DISTURBANCES 


1961, 120 p., $2.50 


One of a series dealing with services for 
handicapped children. * Prepared under 
the auspices of the Committee on Child 
Health of the APHA it focuses on emo- 
tional disturbances in children from a 
broad public health point of view. This 
means looking at the child and his family 
and at the community in which he lives. 
It means recognizing that these disorders 
—and their prevention and management 
—are a major public health concern. 
¢ Principal and practice for community 
programs are discussed. 


* * * 


The first in the series, Services for Handi- 
capped Children, presents a general phi- 
losophy about services for children with 
special problems. The other Guides are 
on Services for Children With: Cerebral 
palsy, Cleft lip and cleft palate, Dento- 
facial handicaps, Epilepsy, Hearing im- 
pairment, Heart disease and rheumatic 
fever, and Vision and eye problems. 


Order From: Book Service, AMERICAN PUBLIC HEALTH ASSOCIATION, 


1790 Broadway, New York 19, N. Y. 
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new D- -T antigen 


TRI-SOLGEN 


(diphtheria and tetanus toxoids and pertussis vaccine combined, alum precipitated, Lilly) 
Greatly reduces the incidence and se- 
verity of systemic and local reactions 


Tri-Solgen combines diphtheria and tetanus toxoids with 
Solgen™, an “extracted” pertussis antigen from which the 
cellular debris of the pertussis organism has been elimi- 
nated. Solgen contains considerably less protein nitrogen 
than does whole-cell pertussis vaccine. Its administra- 
tion is accompanied by a lower incidence of systemic reac- 
tions than is observed with D-P-T containing whole-cell 
pertussis vaccine. 


lowing successive doses 


44% 51% 
Whole-Cell Whole-Cell 


Vaccine Vaccine 


How Supplied: Tri-Solgen is available 
in 7.5-cc. vials (five immunizations). 


Solgen™ (extracted pertussis antigen, Lilly) 
1. Weihl, C., Riley, H. O., Jr., and Lapin, J.: Scientific Exhibit, Meeting of American Academy of 
Pediatrics, October, 1960, and Interim Meeting of A.M.A., December, 1960. 


Product literature available; write Eli Lilly and Company, Indianapolis 6, Indiana. 150206 
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Studies in MEDICAL GEOGRAPHY 


A series sponsored by the 
AMERICAN GEOGRAPHICAL SOCIETY OF NEW YORK 


© A new perspective encompassing the ecological approach to transmissable 
degenerative and behavioral disease. 


® This remarkable series discusses disease as a maladjustment to the environ- 
ment to which numerous factors contribute. It is therefore an anthro- 
pological phenomenon with a geographical distribution. 


JACQUES M. MAY'S unique approach to the study of man's 
diseases and environment is now carried two steps further with 
the appearance of volumes 2 and 3. 


VOLUME 2 


Studies in DISEASE ECOLOGY 


Including Chapters on: Smallpox — Dengue — Filariasis — 
Onchocerciasis — Tularemia — Relapsing Fevers — Hydatidosis — 
Trypanosomiasis — Schistosomiases — Malaria — Leishmaniasis — 
Scrub Typhus — Plague 


620 pages 42 tables 14 illustrations $18.50 


VOLUME 3 


The ECOLOGY OF MALNUTRITION 


in the Far and Near East 


Including Chapters on: Communist China — Taiwan — Vietnam — 
Cambodia — Laos — Thailand — Malaya — Burma — India — 
Ceylon — Pakistan — Afghanistan — Iran — Iraq — Saudi-Arabia 
— Syria — Lebanon — Israel — Turkey — Egypt 


704 pages 220 tables 30 illustrations $13.50 


Published by: HAFNER PUBLISHING COMPANY, INC. 
Now available from: 


STECHERT-HAFNER, INC. 31 East 10th Street, New York 3, N. Y. 
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AN IMPORTANT AID IN THE TAEATIAENT ANI 
AEHABILITATION OF THE PROBLEM DRINKER 
During and after an acute aicchollc episode, Librium 
ion and hyperactivity, induces rest- 
ful sleep, stimulates appetite and helps to conttel with- 


relieves anxiety, agitati 


drawal symptoms. The complications of chronic alco- 
holism, including hallucinations and delirium tremens, 


can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the pa- 
tient more accessible, strengthens the physician-patient 


relationship and facilitates better adjustment to family 
and job. Librium therapy helps to reduce the patients 
need for alcohol by affording a constructive approach 

to his underlying personality disorders. 

Consult litenature and dosage information, available on request, before prescribing 


LIBRIUM® Hydrochtoride —7-chioro-2 - methylamino 
5-pheny!-3h-1.4 benzodiazepine 4-oxnkde hydrochloride 


LABOR TORIES 
Division of Roche Ing, 
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So many 


infections are Teti t a cyn 


susceptible to capsules Syrup Pediatric Drops 
classic antibiotic therapy 


“prompt antibacterial action and a 
broad range of antibacterial 
effectiveness with a remarkably low 


Rhode Isiand M.J. 42:172, 1950. 


% 
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IN BRIEF \. Tetracyn provides tetra- 
cycline with glucosamine, a normal constituent 
of human tissues and fluids, as an excipient. 
Indications: A wide range of infections due to 
susceptible gram-positive and gram-negative 


bacteria, rickettsiae, large viruses and 
protozoa. Administration and dosage: 
The suggested minimum daily dosage 
for the average adult is 1 Gm. divided 
into four equal doses; proportionately 
less for children. Side effects and pre- 
cautions: Antibiotics may allow over- 
growth of nonsusceptible organisms— 
particularly monilia and resistant staphy- 
lococci. If this occurs, discontinue 
medication and institute indicated 
supportive therapy and treatment 
with other appropriate antibiot- 
ics. Aluminum hydroxide gel 
decreases antibiotic absorption 
and is therefore contraindicated. 
Glossitis and allergic reactions 
are rare. There are no known 
contraindications to glucosamine. 
Supplied: Tetracyn Capsules 
(black-and-white), 250 mg. per 
capsule—bottles of 16 and 100. 
Half-strength (125 mg.) capsules 
(black-and-white )—bottles of 25 and 
100. Tetracyn Syrup—preconstituted, 
orange-flavored, 125 mg./tsp. (5 cc.) 
—2 oz. and 1 pt. bottles; Tetracyn 
Pediatric Drops—preconstituted, orange- 
flavored, 100 mg./cc. (5 mg./drop) — 
10 cc. bottle with calibrated plastic 
dropper. More detailed professional in- 


formation available on request. 


Pfizer Science for the world’s well-being® 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 
New York 17, New York 
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Takes the danger out of waste waters... effective, 
dependable HTH chlorination. In free-flowing granular form or convenient tablets 
... dry, economical HTH kills bacteria, algae and fungi fast . . . treats industrial 
wastes and sewage systems ... protects public water supplies and swimming 
pools. Comes in new, easy-to-handle 3%-lb. plastic containers, the popular 
100-lb. drum and the 35-lb. pail. Application literature yours on request. Write: 
OLIN MATHIESON, Baltimore 3, Maryland. 


Here's to Health... HTH. 


9757 CHEMICALS DIVISION <slin 
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Why is the 
methyl 
“governor” 
in Orinase 
SO 
important? 


ion 


One of the most significant advantages of Orinase therapy is 
the rarity of associated hypoglycemic reactions. 


This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “governor.” Lending itself to ready 
oxidation (principally, it is thought, a hepatic process), the 
methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Orinase 


HOOC 


Orinase Metabolite 


Orinase 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The clinical indication for 


Orinase is stable diabetes mellitus. Its use brings 
about the lowering of blood sugar: glycosuria 
diminishes, and suc te oy as pruritus, poly- 


uria, and polyphagia disappear. 


+ Whichever is necessary to 
maintain optimum control. 
Patients receiving insulin (less than 20 untae) -— 
discontinue insulin and institute Orinase; (20 t 
= units)—initiate Orinase with a concurrent 30 
to 50% reduction in insulin dose with a further 
careful reduction as response to Orinase is o! 
mn 40 units)——reduce insulin by 


insulin thera apy, an individualized schedule is usu- 
ally — during a trial course of two 
more w 
Contretndications and side effects: Orinase is Con- 
traindicated in —— having juvenile or grow 
onset, unstable or brittle types of diabetes 
mellitus; history of diabetic coma, fever, severe 
trauma or gangrene. 
Side effects are mild, transient and limited to ap- 
proximately 39% of patients. Hy lycemia 
toxic reactions are extremely rare. Hypoglycemia 
- — likely to occur during the period of transi- 
from insulin to Orinase. Other untoward 


pocal 1961, The Upjohn Company 


reactions to Orinase are usually not of a serious 

nature and 4 of astrointestinal 
disturbances, and variable allergic skin 
(nausea, epigastric 
ache appear to be 


The allergic skin manifestations (pruritus, 
thema, and urticarial, morbilliform, or maculopap- 
ular eruptions) are transient reactions, lope. 
frequently disappear with continued drug ad min- 
istration. However, if the skin reactions persist, 
Orinase should be discontinued. 

pany toxicity: Orinase appears to be remarkably 


observed. Long-term studies of hepatic function 
in humans and experience in over 650,000 dia- 
betics have shown Orinase to be remarkably free 
of hepatic pamiety. There has been reported only 
of cholestatic jaundice related to Orinase 
administration, which n a patient with 
pre-existing liver , AL and which rapidly re- 
upon discontinuance of the drug. 


Each 


Supplied: In bottles of 50. 

*Trademark, Reg. U.S. Pat. Off.— 

tolbutamide, Upjohn June, 1961 


The Upjohn Company, Kalamazoo, Michigan | Upjohn | 75th year 
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1 Dosage: There is no fixed regimen for initiating Pe 
Orinase therapy. A simple and effective meth duet a Ss re- 
is as follows: First day——6 tablets; second day— e ke lose 
4 tablets; third day—2 tablets. The daily dose is a : ‘ eals. 
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iron 
deficiency 
is easily 
prevented 


at no 
increase 
in cost 
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clinic infants- 


atleast 
iron-deficient™ 


investigators find 


Iron deficiency among infants is of particular importance in public 
health practice, since this deficiency is more prevalent among children 
of lower income families; the frequency in underprivileged groups may 
become alarming.’ 


“Because of the rapid growth...even a good diet can barely keep up 
with the body’s need for iron.”* And even babies with excellent diets 


show many indices of iron depletion.’ 


SIMILAC WITH IRON 


An iron intake of approximately 1.5 mg/kg of body weight per day 
assures “an adequate supply for most growing infants and children.””* 
For infants starting on a full diet of solids, Similac With Iron, providing 
12 mg per quart, supplies enough iron to offset the depleting effects of 
growth and to build up stores for the demands of later infancy. 


Similac With Iron providing physiologic feeding with built-in iron and 
essential vitamins in adequate amounts costs no more than whole cow 
milk, and in many areas actually costs less. 


following the first formula 
when iron reserves are being depleted 


1. Lahey, M. E.: Am. J. Clin. Nutrition 5:516 (Sept.-Oct.) 1957. 2. Sturgeon, P., in Metabo- 
lism and Function of Iron, Report of the 19th Ross Pediatric Research Conference, 
Fomon, S. J., ed., Columbus, Ohio, Ross Laboratories, 1956, p. 92. 3. Schulman, I.: J.A.M.A. 
75:118 (Jan. 14) 1961. 4. Eagle, J. F.: New York J. Med. 60:1821 (June 1) 1960. 5. Amer- 
ican Academy of Pediatrics Committee on Nutrition: Pediatrics 26:715 (Oct.) 1960. 


ARE YOU RECEIVING CURRENTS IN PUBLIC HEALTH? 


This new publication prepared by Ross Laboratories discusses various prob- 
lems and current developments in the field of public health. it will be sent 
bimonthly at no charge to those working in maternal and child care. Write 
to Editor, Currents in Public Health. 


ROSS LABORATORIES Columbus 16, Ohio 
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FOR PROVEN EFFICACY 
INFEGTIOUS DIARRHEAS 


(paromomycin, Parke-Davis) 


HUMATIN possesses high antibacterial and antiamebic activities, coupled with a low order of oral 
toxicity.' Because it is effective against many gram-negative pathogens, HUMATIN has proved valuable 
in the treatment of infectious diarrheas and other enteric infections, most of which are caused by bacilli 
of the gram-negative group.** Characteristic of the favorable response to HUMATIN is a prompt reduc- 
tion in the number of stools per day, a decrease in fever, and rapid alleviation of other symptoms of 
35 HUMATIN is also useful in all phases of intestinal amebiasis,'>!? and has shown promise 


infection.- 
of being useful in the preoperative suppression of intestinal flora,’ and in the adjunctive management 


of hepatic coma.!*! 
HUMATIN is not appreciably absorbed from the gastrointestinal tract and is, therefore, not effective 
against systemic infections. Systemic toxicity has not been a problem. See medical brochure for details 


of administration, precautions, and dosage. 


SUPPLIED: nusarin (paromomycin, Parke-Davis) is available as the sulfate in Kapseals,® each containing 


the equivalent of 250 mg. of base, in bottles of 16. 


REFERENCES: (1) Coffey, G. L., et a intibiotics & Chemother. 9:730, 1959. (2) Courtney, K. O.; Thompson, P E.; 


Hodgkinson, R., & Fitzsimmons, J. R Antibiotics Annual 7:304, 1959-1960. (3) Godenne, G. D.: ibid., 310. (4) McMath, 
W. F. T, & Hussain, K. K.: Pub. Health 73:328, 1959 ) Personal Communications to Department of Clinical Investigation, 


Parke, Davis & Company, 1959. (6) Shafei, A. Z intibiotic Med. & Clin. Therapy 6:275, 1959. (7) Lopez Elias, F, & Oliver- 
Gonzalez, J.: Antibiotic Med. & Clin. Therapy 6:584, 1959, (8) Carter, C. H Antibiotic Med. & Clin. Therapy 6:586, 1959. 
9) Thompson, P. E., et al.: Antibiotics & Chemother. 9:618, 1959. (10) Dooner, H. P: Antibiotic Med. & Clin. Therapy 7:486, 
ai 11) Coles, H. M. T., et al. Lancet 1:944, 1960. (12) Moffett, H. F, & Toh, S. HL: 

tntibiotic Med. & Clin. Therapy 7:569, 1960, (13) Fast, B. B.; Wolfe,S.J.; Stormont,J.M., 

& Davidson, C. S.: Arch, Int, Med. 101:467, 1958. (14) Mackie, J. E.; Stormont, J.M.; $ | PARKE-DAVIS 
Hollister, R. M., & Davidson, C. S.: New England J Med. 25 9 1151, 1958. (15) Stor- ~ 

mont, J. M.; Mackie, J. E., & Davidson, C. S.: New Eneland J. Med. 259-1145, 1958 PARKE, DAVIS 4 COMPANY, Detroit 22, Michigan 
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Each unit contains one complete tuberculin 
test: a plastic holder with stainless steel disc and 


This 4 tines coated with Old Tuberculin and dried. 


Except for cleaning the site with 


ay The alcohol, no preparation, clean-up or other 
highly materials are needed. Reactions, read 


48-72 hours later, can be readily 


accurate identified and measured accurately. 


A series of tests* performed in tuberculosis 


hospitals confirmed the accuracy of the 


Tuberculin, Tine Test compared with the Mantoux. 
In one group of 942 Mantoux positives, 

Tuhercutin, 97.8 per cent were positive by the Tine Test. 
Jing Jast Among another group of 436 bacteriologically 
proven cases, 97.7 per cent were positive by the 
Mantoux Test and 97 per cent by the Tine Test. 
For industrial, school or community 


programs, the LEDERLE TUBERCULIN, 


TINE TEST offers distinct advantages 


in speed, accuracy and economy. 


Supplied: Box of 25 test units. 


"Russell, W. F., Jr.; Lynch, H. J.; Doto, |., and Furcolow, M. L.; 
Comparison of Tuberculin Skin Reactions: Tine Test vs. 
Intracutaneous, Scientific Exhibit, 110th Annual Meeting, A.M.A., 
New York, June 26-30, 1961. 
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‘PULL... 
STERILE 
SELF- CONTAIN 
TEST 


The TINE TEST offers these ad- 
vantages: ® Accuracy comparable 
to the Mantoux ® Adaptable to 
both mass testing and individual 
use in office practice ® Sterile, and 
disposable after one use —elimi- 


nating possible danger of cross- 
infection ® Easy to apply, permits 
uniform administration by auxiliary 
personnel ® Designed for rapidity, 
aphysician and nurse team can test 
25 individuals within two minutes 


DISCARD 
DISPOSABLE 
PLASTIC 
UNIT. 


= Predetermined dose not subject 
to errors of measurement ® Multi- 
ple punctures help eliminate test 
failures, permit reactions to be 
read quantitatively # Virtually pain- 
less, not frightening to children. 


NEW LEDERLE TUBERGULIN, TINE TEST 


Request complete information on indications, d 


(Rosenthal) 


ge, prec and 


from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York > 
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FOR YOUR CHRONIC DISEASE PROGRAM 


an oral antidiabetic providing long-term effectiveness 


and convenient, economical once-a-day dosage 


IN BRIEF \ 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplieity of low, once-a- 
day dosage. Moreover, DIABINESE often works 
where other agents have failed to give satisfac- 
tory control. 


INDICATIONS : Uncomplicated diabetes mellitus of 
stable, mild or moderately severe nonketotic, ma- 
turity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced in- 
sulin requirements. 


ADMINISTRATION AND DOSAGE: Familiarity with 
eriteria for patient selection, continued close 
medical supervision, and observance by the pa- 
tient of good dietary and hygienic habits are 
essential. 


Like insulin, piABINESE dosage must be regu- 


lated to individual patient requirements. Average 
maintenance dosage is 100-500 mg. daily. For 
most patients the recommended starting dose is 
250 mg. given once daily. Geriatric patients 
should be started on 100-125 mg. daily. A prim- 
ing dose is not necessary and should not be used; 
most patients should be maintained on 500 mg. 
or less daily. Maintenance dosage above 750 mg. 
should be avoided. Before initiating therapy, 
consult complete dosage information. 

SIDE EFFECTS: In the main, side effects, e.g., hypo- 
glycemia, gastrointestinal intolerance, and neu- 
rologie reactions, are related to dosage. They are 
not encountered frequently on presently recom- 
mended low dosage. There have been, however, 
occasional cases of jaundice and skin eruptions 
primarily due to drug sensitivity; other side ef- 
fects which may be idiosyncratic are occasional 
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D iabi oF nese 


the oral antidiabetic most ne to succeed 


« simplifies home care programs...saves precious time for the public health 
nurse and helps win the cooperation of the patient 

e brings down the cost of carrying the public assistance caseload... because of 
the ease and economy of once-a-day oral dosage 

e has proven to be the sulfonylurea most likely to control properly selected 
patients for indefinite periods...thereby helping to promote employer accept- 


ance of the diabetic 


diarrhea (sometimes sanguineous) and hemato- 
logic reactions. Since sensitivity reactions usually 
occur within the first six weeks of therapy, a time 
when the patient is under very close supervision, 
they may be readily detected. Should sensitivity 
reactions be detected, DIABINESE should be 
discontinued. 

PRECAUTIONS AND CONTRAINDICATIONS: If hypo- 
glycemia is encountered, the patient must be ob- 
served and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not sig- 
nificantly metabolized and is excreted slowly. 
DIABINESE as the sole agent is not indicated 
in juvenile diabetes mellitus and unstable or 
severely “brittle” diabetes mellitus of the adult 
type. Contraindicated in patients with hepatic 
dysfunction and in diabetes complicated by keto- 
sis, acidosis, diabetic coma, fever, severe trauma, 


NOVEMBER, 1961 


gangrene, Raynaud’s disease, or severe impair- 
ment of renal or thyroid function. DIABINESE may 
prolong the activity of barbiturates. An effect 
like that of disulfiram has been noted when pa- 
tients on DIABINESE drink alcoholic beverages. 


suppLieD: As 100 mg. and 250 mg. scored chlor- 
propamide tablets. 

CAUTION : Federal law prohibits dispensing with- 
out prescription. 


More detailed professional information available 
on request, 


Science for the world’s well-being® 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. New York 17, N.Y. 
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How Canco research assures safety 


of new materials for food containers! 


Through exhaustive studies, Canco scientists assure the safety 
of materials used in food containers 


Safety of container-making materials is 
assured through comprehensive tests in the 
Canco research laboratories. Screening tests 
are made to determine the suitability of all 
new materials being considered for metal, 
fibre, or plastic food containers. 

Tests are designed to develop information 
important to the U. S. Food and Drug Ad- 
ministration. Preliminary screening tests 
generally involve short-term feeding studies 
with rats or guinea pigs. Data from these 
tests and details as to intended commercial 
use for the material are then presented to 


the regulatory authorities for evaluation. If 
additional information is considered desir- 
able, this is obtained in a two-year feeding 
study using monkeys and other experimental 
animals. 

In this manner Canco determines the 
acceptability of its container materials from 
a public health standpoint. In two papers 
(1, 2) a typical evaluation program is dis- 
cussed in detail. These publications are 
available upon written request to Dept. E, 
American Can Company, Research Center, 
Barrington, Illinois. 


nerenences: (1) Ives, M. Safety Evaluation of Food Packaging Materials. Journal of the American Dietetic Assoc., (Apr. °57) 


(2) Ives, M., and Dack, G. M. Safety of Inside Enamel Coatings Used in Food Cans. Food Research, (Jan. °57) 


AMERICAN CAN COMPANY 
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In the 
treatment PEDICULOSIS... 


(capitis and pubis) 


NOVEMBER, 1961 


Here it is! A pleasant 


§ parasiticide that 


¥ kills lice and nits 


without sting, 


B stain or smell” 


CLINICAL TEST PROVES A-200 
PYRINATE® LIQUID EFFECTIVE IN 
JUST ONE SIMPLE APPLICATION! 


e clinically proved effective against head 
and crab lice and their nits...ticks and 
chiggers, too...in minutes 

eno sting or burn, no staining of clothes, 
no tell-tale odor 

e found superior by hundreds of public 
health and school nurses 

eavailable for your patients at drug 
counters 


Send for FREE sample of A-200 Pyrinate Liquid 


Norcliff Laboratories 
Box #471, Department 201-11 
Fairfield, Connecticut 


Name 


City 


Zone State 
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Why do we say Mysteclin-F is decisive in infection? 
because. ..it contains phosphate-potentiated tetracycline 
ae for prompt, dependable broad spectrum antibacterial action. 
because ...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 

Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 


for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 
‘Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


Myste clin-F 


plus Amp Be 


For tuil information. ° 
see your Squibb nie Squibb Quality — 
Product Briel SQUIBB i the Priceless Ingredient 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are rec ded in rh id arthritis: 
Initial M 

Severe 12 to 16 mg. ..... 6to 12 mg. 

Moderately severe ...... Sew BO 4to 8 mg. 

Moderate Gen 6 mg. 


Children mg. mg. 
With Medrol Medules, it may be possible to reduce the total daily dose by %. 


STRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY June, 1968 
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Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as g i e, weight gain or weight loss, 
edema, hypertension, acne, or pees imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, porosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with 


tuberculosis, peptic ulcer, acute psychoses, Cushing's syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 
Medrol 


Medules 


Approximately 135 

tiny “doses” 

mean smoother steroid 
therapy 

Each capsule contains : Medrol 
(methylprednisolone) 2 mg. or 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Lederie—where innovation and improvement in immunizing agents is a tradition 


Lederle immunizing agents reflect the tradition 
of constant research to discover the new and im- 
prove the old. A case in point: Lederle Smalipox 
Vaccine is now produced from vaccinia virus cul- 
tured in chic embryos—a radical change—for the 
better—from the older calf lymph technique. The 
result: an AVIANIZED® vaccine with lessened danger 
of excessive scarring or secondary infection... 
a superior vaccine for routine use...and far 
more quickly obtainable in quantity to meet a 
public health emergency...Other Lederle immu- 
nologic agents — 


Antirabies Serum 
Rabies Vaccine 
Botulism Antitoxin 
Catarrhalis Vaccines 
Cholera Vaccine 
Diphtheria-Tetanus Toxoids 
Gas Gangrene Antitoxin Polyvalent 

Influenza Virus Vaccine Polyvalent 

Mumps Vaccine 

Pertussis Vaccine 

Poliomyelitis Immune Globulin 

Rocky Mountain Spotted FeverVaccine 
Staphylococcus Toxoid 

Tetanus Antitoxin 

Tetanus-Gas Gangrene Antitoxin 

Tetanus Toxoids 

TRI-IMMUNOL® Diphtheria-Tetanus Toxoids 

and Pertussis Vaccire 

Typhoid-Paratyphoid Vaccine 

Typhus Vaccine 

_POLLIGENS® Pollen Antigens Eastern 
POLLIGENS® Pollen Antigens Western 

Mixed Grasses 

Ragweed Combined 

Allergenic Extract Dust (House) 


Request complete information on ind ca- 
tions, dosage, precautions and contraindg 
cations from your Lederle representative 
or write to Medical Advisory Department 


*Trademark 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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piccident 


The Role of Physicians and Public Health Workers 


Prepared under the direction of the Program Area Committee on Ac- 
cident Prevention and authorized for Publication by the Technical 
Development Board of the American Public Health Association. Editorial 


Consultant: Maxwe.t N. HAtsey 


Accidents don't happen: they are caused . . . is 
the theme throughout this new book. ACCIDENT 
PREVENTION, the first work of its kind to bring 
together the concerted thinking of experts in vari- 
ous fields of accident causation, will serve as a 
valuable reference volume for physicians and public 
health workers. This book places before the reader 
the pertinent facts and data on safety and accident 
prevention that have been recently developed. 

This book stresses practical approaches to the acci- 
dent prevention problem with the material pre- 
sented against a backdrop of the basic principles 
involved. Some of the more important recent 


450 pp., 636 x 9%, illus., $12.00 


THE BLAKISTON DIVISION 
McGRAW-HILL BOOK COMPANY 
330 West 42nd Street 

New York 36, N. Y. 
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advances covered are: the role of alcohol in traffic 
accidents, the role of physiological and psycho- 
logical factors, off-the-job safety, seat belts, 
methods of evaluating results, etc. Emphasis is also 
placed on such environment factors in accident 
causation as roads, equipment, and weather in 
traffic accidents; or structural detail, household 
appliances, and lighting in home accidents. 


The Blakiston Division, 
McGraw-Hill Book Co. 
330 West 42nd St., N. Y. 36, N. Y. 


You may send me on 10-day approval: 
APHA: ACCIDENT PREVENTION......$12.00 


CITY ZONE _ STATE 
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Soft Drinks DO NOT AID 


ix 
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Cariogenic Enzymatic Activity a 


The two important factors in judging the caries-producing potential of a 
a food are: (1) its form and (2) the amount of time it is in the mouth. 


Recent dental research* makes it apparent that liquids pass so rapidly 
through the mouth they leave only minimal residue on gums and teeth. 
Therefore liquids provide little chance for caries-related action. 


Specifically, soft drinks are found to have virtually no relationship to 
oral conditions involved in the acidogenic theory. They may be enjoyed 
for their purely beneficial qualities—encouraging liquid intake, vital 
for maintaining body fluid balance; providing quick energy; stimulating 
appetite by aiding digestion. 


*Shaw, Jas. H., Caries-producing Factors; a Decade of Dental Research, J. Am. 
Dent. y we 55: 785 (Dec.) 1957. 


Ludwig, T. G., and ry Be Acid Production from Different Carbohydrate 
Foods in Plaque and Saliva; 7 — Observations Upon the Caries-Producing : 
meng of Various Foodstuffs, J. Dent. Research, 36:56 (Feb.) 1957. . 
Bibby, B. Effect of Sugar Content of .} on Their Caries-Producing : 
Potontialition’ J. Am. Dent. A., 51:293 (Sept.) 1 


American Bottlers of Carbonated Beverages 
Washington 6, D.C. 
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The Two Minute Story of the Quiet Miracle 


A quiet miracie? 

Since 1941, practically all cereal foods in U.S. diet 
have been enriched. B-vitamins—thiamine, niacin 
and riboflavin—as well as food iron have been added 
to bread, flour, processed cereals, white rice, corn 
meal and macaroni foods—without changing taste 
or color . . . without adding calories or cost. 

Since 1941, deficiency diseases caused by diet in- 
adequate in thiamine, niacin and riboflavin have all 
but disappeared. The occurrence of iron deficiency 
anemia has been materially reduced. Enrichment 
accomplished a quiet kind of miracle—to bring 
better health to all through better nutrition for all. 
In the American tradition, enrichment was voluntary 
—the combined work of science, medicine, govern- 
ment and industry. 


Philosophy of enrichment 
In 1939, the American Medical Association recom- 
mended adding synthetic nutrients to general pur- 
pose foods to make up deficiencies in popular diet. 
By that time, scientific and industrial research made 
enrichment not only possible but commercially 
practical. Nutritionists were alarmed by surveys 
showing great public need for certain nutrients. 
The fortification of margarine with vitamin A; 
milk with vitamin D; table salt with iodine; the 
restoration of breakfast cereals; and enrichment of 
bread, flour and similar foods have since resulted. 
The addition of these needed vitamins, minerals and 
other dietary essentials to general purpose foods 
was urged in the interest of public health. 


History of enrichment 
Even in 1939, some bakers and millers were adding 
B-vitamins, non-fat dry milk and sometimes vitamin 
D to improve their products nutritionally. But 
definition and agreement were needed. 

After many hearings, the term “enriched” was 
adopted by the U.S. Food & Drug Administration 


to describe the addition of specified amounts of 
thiamine, niacin, riboflavin and iron to popular 
cereal-based products. Enrichment standards were 
issued May 27, 1941, and later amended as enrich- 
ment was made mandatory for the duration of the 
War. Since 1946, enrichment laws have been adopted 
by more than half the states. Today it is estimated 
that 80 to 90 percent of all breadstuffs, family flour 
and macaroni foods are enriched. 


Public health benefits 

Beriberi, pellagra and ariboflavinosis are related 
diseases caused by diet deficient in thiamine, niacin, 
and riboflavin. Once common ailments, they affect 
heart, mind, skin and nervous system. Since enrich- 
ment, they have almost disappeared. Physicians 
now rarely find evidence of beriberi, pellagra or 
riboflavin deficiency, even in chronic alcoholics 
among whom these diseases were formerly prevalent. 
The occurrence of iron deficiency anemia has also 
been lessened. 

Credit for this revolutionary achievement . . . this 
quiet miracle in public health . . . in nutrition. . . 
has been given the enrichment program and those 
who made it possible. 


Benefits =-to you and your family 
Improved public health means better family and 
personal health. Through enrichment—bread and 
other products of flour and wheat have been made 
so nutritious that they can improve any normal diet 
—even those designed for weight reduction. Low in 
fat and not excessive in calories, enriched products 
contribute generous supplies of thiamine, niacin, 
riboflavin and iron to our national food supply. En- 
richment makes U.S. bread nutritionally the best in 
history . . . one of the best breads in the world today. 
Always look for the word “ENRICHED” on the 
label of the bread, flour, corn meal, rice, macaroni 
or other cereal products you buy. 


THE 
QUIET 
MIRACLE 


ENRICHED ... 


and whole wheat flour 
foods are listed among 
the “Essential Four’ food : 
groups set up by the U.S. 
Dept. of Agriculture's Insti- 
tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


The above message has been reprinted inan attractive leaflet, 
envelope size, and is available FREE in quantities to profes- 
sional people for distribution. 


FREE— USE COUPON OR SEND 7 BLANK 
To: Wheat Flour Institute 

309 West Jackson Bivd., Chicago 6 
Please send me 


story of THE QUIET MIRACLE” for personal distribution. 


The nutritional statements made in this advertisement and the 
leaflet have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found consistent 
with current, authoritative medical opinion. 


Dept. AJPH-1! 


copies of the leaflet ‘The two minute 


(Please print) 


NAME 


ADORESS 


WHEAT FLOUR INSTITUTE 


CITY. 


ZONE STATE. 


working for a healthier America through nutrition 
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Viomycin sulfate (viocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 

INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 
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four to six months. Daily administration of viocin 
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to dosage. When recommended dosages are used, toxic 
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be watched for in all patients receiving the drug: renal 
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Patients with impaired renal function should receive 
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toxicity. The similar nature of the toxic manifestations 
of streptomycin and VIOCIN suggests that these two drugs 
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tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
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Man’s environment has changed profoundly in the last three decades and 
the technological developments that have brought this about will 
increasingly affect most of the world. These effects are still little 


understood, and indicate the direction in which a major part 
of public health work will have to be directed. (This is the part 
of the Association Symposium devoted to man’s physical 


environment. The section devoted to the social 


environment appeared in the July issue.) 


MAN AND HIS CHANGING ENVIRONMENT 


THE CHANGING PHYSICAL AND BIOLOGICAL ENVIRONMENT OF MAN 


Abel Wolman, Dr.Eng., F.A.P.H.A. 


HE PAST several decades have been 

characterized in contrasting terms, de- 
pending upon the optimism or cynicism 
of the observer. We live in an era of 
profound change, whether such change 
is measured in biophysical terms or in 
the stresses of social and political re- 
construction. It is a time of great con- 
flict between scientific development and 
social and political adaptation. 

Whatever the choice of philosophy, 
the world presses upon man the neces- 
sity for accepting change and the chal- 
lenges and hazards which necessarily 
accompany it. Because man faces sig- 
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nificant issues with no obvious solutions 
does not detract from the fact that this 
is still a golden era of intellectual op- 
portunity. Charles V. Chapin, half a 
century ago, aptly phrased the health 
officer’s obligation to adjust to change 
in the following terms: 

“To do our duty day by day is, indeed, a 
pleasure, to abate nuisances, to isolate con- 
tagious diseases promptly, to examine school 
children, to license hogs, to listen patiently 
to complaints, to diagnose doubtful cases, to 
record births and deaths, to distribute milk 
for babies, to vaccinate, to kill mosquitoes, 
give out antitoxin, to inspect baby farms, to 
examine dogs’ brains, to distribute circulars, 
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to make blood tests, to back up the family 
physician, to keep the reporters good-natured, 
to answer fool questions, are all in the day’s 
work. . . . But the health officer however 
faithful, who gets into a rut is not doing 
his full duty.”? 


Characteristics of Our Age 


When one deliberately attempts to 
assay the world in which the public 
health worker now functions, he will 
soon discover that no single character- 
istic is universally applicable. He must 
consider geography, economic and social 
period, and the status of disease. This 
is not a uniform world with a uniform 
display either of conditions or of haz- 
ard. It has been said, for example, that 
the communicable diseases have well- 
nigh disappeared, that morbidity is on 
the increase in certain age groups, that 
life expectancy has reached perhaps a 
plateau of some 70 years. These phe- 
nomena are true for the most part only 
in the Western Hemisphere. Most of 
the statements are equally untrue for 
more than half of the total population 
of the globe. One is confronted, there- 
fore, with two worlds of contrasting dis- 
ease aspect and hence of differing neces- 
sities and programs. 

For this discussion, | am restricting 
myself primarily to the Western World 
and more specifically to the United 
States of North America. Such a nar- 
rowing of geographical scope is essen- 
tial for the purposes of this symposium. 
If one were to embrace the world as a 
whole, each description, each judgment 
and each prophecy, no matter how 
circumscribed, would have to be posed 
in multiple forms. 

Innumerable areas of activity may 
illustrate what has been happening in 
the environment over the last several 
decades. Their listing would not only 
confuse the situation, but detailed docu- 
mentation is already in print.2 A few 
examples for establishing a setting are, 
however, noted in the following. 


Water Supply 


The ingenuity of the engineer will be 
pressed in the next quarter of a century 
to exercise increasingly skillful control 
and management of water resources. 
These resources will be ample for the 
future if intelligently and logically 
planned and developed. In the con- 
summation of these tasks central issues 
are already apparent. 

Specific synthetic organic chemicals 
are one of the major characteristics of 
our era. They are finding their way 
increasingly into our public water sup- 
plies. They may originate in the wastes 
of the population, as, for example, in 
the detergents. Fertilizers, insecticides, 
and other agricultural poisons provide 
them on the dand. Deliberate applica- 
tion to waters for plant or fish control 
is not uncommon. 

Although we are aware of a mosaic 
of stable organic materials, our tools 
of examination and of identification are 
still much too inadequate to provide 
the quantitative information necessary 
either to determine toxic aspects or 
methods of removal. 

Whether a limit exists or will be 
attained at which human accommoda- 
tion to such substances may be ex- 
hausted is still in the realm of specu- 
lation. 

Similar concern and confusion are ob- 
vious with the assessment of the public 
health aspects of viruses in the water 
environment. Here, too, we wait upon 
improved methods for recovery, identi- 
fication, enumeration and, particularly, 
epidemiological assessment of public 
health significance. 


Water Pollution 

Excessive abuse of receiving bodies 
of water from the waste waters which 
reach them will require increased at- 
tention. The reclamation and re-use of 
waste waters are probably dominant 
necessities of the future, not only be- 
cause of acute shortages of fresh water 
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in some areas, but because of increasing 
demand and pollution even in fairly 
rich water areas. The recapture of the 
once used or spent water supply pre- 
sents a significant technological chal- 
lenge. This challenge is unlikely to be 
met by even the most economic methods 
for desalting sea water. On the con- 
trary, the cost of reclaiming used fresh 
water, with a tiny fraction of the soluble 
materials present in sea water, appears 
to offer more satisfying prospects. 

To the orthodox processes of primary 
and secondary treatment one may well 
expect the addition of tertiary and even 
quaternary degree treatment and polish- 
ing of domestic and industrial wastes. 

The investigator in this field, there- 
fore, has an exciting future of research. 
High on the list would be the necessity 
for greatly improved analytical method- 
ologies, diagnoses of effects of long-term 
persistence of wastes on water uses, the 
development of simple and short-term 
bio-assay procedures, and extensive in- 
quiries into the technics for removal 
of larvicides, algaecides, piscicides, and 
other economic poisons. 


Air Pollution 


Although tremendous progress has 
been made, particularly in California, 
in the baffling aspects of air pollution 
and its control, far more remains to be 
resolved than has so far materialized 
from the sharp attention in recent years 
to the physical and biological sciences, 
engineering, public health, economics, 
and the law. For virtually the same 
reasons as in water supply and in stream 
pollution, rapid industrialization and 
urbanization, coupled with the geo- 
graphical and meteorological disabilities 
of some areas, have pushed forward 
more rapidly the necessity for detailed 
exploration in air pollution than might 
have been the case in a more leisurely 
developing technology. The increase in 
air-borne wastes, with either familiar 
or new kinds of pollution, plagues the 
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health officer in expanding areas of the 
country. 

As in so many pollution situations, 
man soon discovers the variability of 
his so-called natural environment. The 
Southern Californian who prides himself 
on the excellent climate pays a price 
for the meteorological peculiarities which 
dominate the fate of his industrial and 
domestic air-borne wastes. Many years 
ago Horace Walpole touched upon this 
controlling feature of the environment 
when he observed that “the French can 
never have as beautiful landscapes as 
ours in England, till they have as bad 
a climate.” 

Many questions remain unanswered. 
What standards of air cleanliness are 
to be maintained and for what reason? 
What are the effects of air pollution 
upon man, plant, and animal life? Are 
they the results of short or long ex- 
posure and are they likely to do major 
harm to biological life? The intuitive 
assumptions that a polluted atmosphere 
is not conducive to the best health still 
lack either strong statistical or epidemio- 
logical support. A tremendous amount 
of painstaking and costly research over 
a long period of time is to be anticipated. 

The details of this specific area of 
research need not be delineated here 
except to re-emphasize that knowledge 
must be extended in clarifying the 
chemistry of air pollution systems, the 
chemistry of sulfur compounds, the 
physiological effects of aerosols in at- 
mospheric reactions, and the physiologic 
and toxicologic effects of specific pol- 
lutants. 


Food Technology 


The increase in the number and 
variety of processed foods is considered 
by some to be synonymous with a better 
and easier life. It seems to be assumed 
that most individuals for one reason or 
another are unwilling to accept foods 
in their natural state. Hence every 
conceivable effort has been made to 


modify color, taste, structural appear- 
ance, texture, stability, nutritive value, 
and substituted commodities. Such suc- 
cessful efforts to supplement, modify, 
and conceal nature introduce innumer- 
able problems of identification, of eval- 
uation, of control, and of assessment 
of long-term biological effects. To the 
orthodox problems of biological hazards 
in food, industry has added the major 
issues of chemical, biochemical, physi- 
cal, and other adjustments. The natural 
and artificially induced shifts in food 
habits, new methods of food technology, 
and the intentional and inadvertent use 
of additives find the health officer con- 
fronted with a baffling set of conditions 
unheard of even a decade ago. 


Occupational Health 

In man’s work-environment we find 
difficulties similar to those encountered 
in the fields already mentioned. Hun- 
dreds of threshold limiting values have 
already been established in industry to 
protect man against hazardous chemical, 
biological, and physical agents. Over 
the full working lifetime of an individual 
fewer criteria are at hand, because no 
one has been willing to assume that the 
short-term threshold limit values may be 
applied with safety to lifetime exposures. 

The same situation applies with equal 
force to all of the emerging problems 
in the field of radiation, whether for 
medical, industrial, research, or other 
purposes. On land, on sea, and in the 
air, these problems will increase and 
extensive research will be essential in 
order to arrive at reasonable restrictions 
for protecting life. 

Debate as to the reliability of all of 
our permissible limits will continue for 
years. The development of methods for 
evaluating occupational hazards _ will 
press more and more upon us. The re- 
sponsibility for carrying out these tasks 
has not yet been fixed, but that the 
health officer will have and must have 
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a prime position in this responsibility 
no one can gainsay. 

In the decision as to whether man 
becomes and remains a victim of his 
own technology or uses it to the advan- 
tage of mankind, the members of the 
American Public Health Association will 
have much to say. It need not follow 
that man will be lost in his own 
machinations. To protect him against 
his own wisdom and success in indus- 
trial application will not be easy, but 
the health profession certainly cannot 
sanction failure to control the environ- 
ment. 


Where Do We Go from Here? 


Much of the discussion up to this 
point is really preliminary to the central 
question—what do we do in this world 
of a changing environment? That this 
environment will increasingly impose a 
hazard must be accepted as a reasonable 
basis for any new or expanded profes- 
sional activity. 

The mere listing of the baffling prob- 
lems already confronting us has led 
some, in answer to where we go from 
here, to suggest recourse to the psychia- 
trist. A better alternative must be found 
than this one of despair. Public health 
administrative practice throughout his- 
tory has an impressive record of im- 
provisation to meet the known and the 
unknown challenges of man’s environ- 
ment. Life has always been a competi- 
tive adventure. As Dubos so well points 
out, “The very process of life is a con- 
tinual interplay between the individual 
and his environment, often taking the 
form of a struggle resulting in injury 
or disease.” That the environment is 
more complex than it was a half century 
ago offers no basis for losing heart. 
That scientific evidence, measurement, 
and evaluation are far less complete 
than desired is also no reason for re- 
treat. This has always been the case. 
Improvement in the health of man in the 


VOL. 51, NO. 11, A.J.P.H. 


| 


| 

| | 

i 


19th century, for example, was un- 
doubtedly without the benefit of the best 
advice which medicine and the germ 
theory of disease might have provided if 
knowledge had been at hand. Success 
antedated precise knowledge. 

Another factor in our favor lies in 
the tremendous capacity which man has 
exhibited over thousands of years for 
natural adaptation and for artificial ad- 
justment to his environment. 

More and more we are aware of the 
fallacy of the “doctrine of specific 
etiology of disease” and of the truth 
that “Most disease states are the in- 
direct outcome of a constellation of cir- 
cumstances” (Dubos). The recognition 
of the impact of external stresses upon 
man and disease provides the health 
practitioner with a broader, even though 
a more difficult, arena for investigation. 
In such an arena the significant ques- 
tions are not whether or not scientific 
investigation should proceed, but what 
guides the public health worker may be 
expected to choose in his professional 
conduct. It is to these guides that much 
of this symposium perhaps should be 
devoted. 


Choices of Guides for 
Administrative Action 


The public whom sanitarian 
serves is often a hard task master. The 
man on the street and his invariable 
companion, the social reformer, have 
an impatience with inaction. The ob- 
jectionable atmosphere, the unsightly 
stream, the mysterious tastes and odors 
of water and food, and the esoteric 
characteristics of radiation, all demand 
attention and control. Abstruse expla- 
nations of the inadequacies of scientific 
knowledge, of unexplored epidemiologi- 
cal worlds, and of insufficient data fall 
upon deaf ears. In such not unfamiliar 
dilemmas, what should a practitioner in 
public health do? Some choices are 
listed for debate. To steer a middle 
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course between the known, the unknown, 
the less than frank, and the politically 
expedient is the unhappy but often the 
successful lot of the health officer. 


The Madison Avenue or Propaganda Route 


- The changing environment has many 
dramatic features which so easily lend 
themselves to the “soft sell” in the 
modern parlance. The use of sugges- 
tion, as a mask for scientific ignorance, 
and of implication, as a substitute for 
epidemiologic evidence, are great temp- 
tations for bolstering budget, for focus- 
ing public attention, and for providing 
action even if ill-defined. 

To the scientist this route is obviously 
highly suspect. To the politician it is 
a rich method of raising popular in- 
terest and hence “getting something 
done.” To the columnist, on the prowl 
for the dramatic and plausible, if not 
the accurate, the route is fruitful. 

The health officer undoubtedly looks 
at this guide with a jaundiced eye for 
fear that the unproved may be a dan- 
gerous boomerang weapon. Examples 
of such discredited recent efforts are all 
too numerous. Only the threat of libel 
suits prevents a partial listing here of 
these abortive pronouncements. 


The Statistical Route 


John W. Tukey at Princeton Univer- 
sity recently referred to the “characteri- 
zation of a statistician as a man who 
draws straight lines from insufficient 
data to foregone conclusions.” The bio- 
metrician in public health has however 
a firmer heritage than this. His tools 
have been eminently useful in providing 
some underpinning for public health 
action. This useful route is certainly 
one to which the health worker will 
turn in the search for policy support. 


The Epidemiologic Route 

In much of the attack on the prob- 
lems of environmental control, the epi- 
demiologist holds important keys. It is 
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unfortunate that in the past he has not 
seen fit to put too much investigative 
effort in the field of which we speak. 
His long-term devotion to the orthodox 
problems of communicable disease is 
understandable. The dependence, how- 
ever, of the health officer upon wider 
epidemiologic inquiry into the subtle 
impact of environment upon man is so 
great that the investigator should in- 
creasingly apply his tools to such areas 
as the impact of air pollution upon 
respiratory disease, of minor concen- 
trations of chemical constituents in food 
and water upon long-term disease, and of 
the whole virus complex in its relation 
to environmental routes for disease 
causation. 


The Research Route 


Perhaps the outstanding block to a 
better understanding of the impact of 
the environment upon man and the 
more intelligent efforts at control lies 
in the delayed research exploration of 
all the factors involved. As always, ad- 
ministrative action waits upon scientific 
proof. The route is slow, fumbling, and 
difficult of formulation. As a prime in- 
gredient of ultimate intelligent policy 
and action it perhaps takes first place. 
Action obviously will proceed, while the 
leaven of new scientific discovery peren- 
nially and, it is hoped, promptly ad- 
justs day-by-day practice. 


The Route of Intuition 


A student of public health accomplish- 
ment in the past century cannot help 
but be impressed with many advances 
in environmental control which pre- 
ceded scientific verification. In many 
instances, the lay social reformer was 
a militant forerunner of the professional 
public health worker in pressing for 
major improvement in the physical way 
of life of masses of people, often in 
actions unsupported by scientific evi- 
dence and on important occasions con- 
trary to such evidence. 
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Useful results in public health were 
often obtained by these measures and 
the failures were perhaps meager prices 
to pay for the successes. In modern 
society, so often speeding along an ever 
wider highway of general welfare, the 
public acts upon intuition and is im- 
patient of delay in action. There is 
something to be said for a public policy 
which demands clean air, clean streams, 
and decent houses, per se, even if the 
coefficients of correlation with morbidity 
and mortality are either nonexistent or 
of a low order of magnitude. 

After all, we are still a long way off 
from an analytical technic of measure- 
ment of the physiologic-psychologic 
merits of green grass and trees. No 
biochemical criteria for such an impact 
upon man appear even in the offing. 
Yet Sir Arcot Mudaliar of India, at the 
World Health Assembly in Minneapolis, 
wisely bemoaned the fact that no health 
officer included in his official agenda an 
interest or an influence in preserving 
or creating open spaces in the rapidly 
urbanizing areas of the world. Perhaps 
the engineers who plow under vast green 
areas for the super-super-highway and 
who pile brick upon brick in urban 
and suburban areas devastated by the 
excavating machine are as subtly de- 
structive to man as our once familiar 
Typhoid Mary was. 

The route of intuition in public health 
practice deserves dignified appraisal, if 
for no other reason than it gives free 
rein to “the driving power of mercy”! 
(that happy phrase of Sir Arthur News- 
holme ). 


The Integration of Multidisciplines 

Major progress in curbing the vicis- 
situdes of a changing environment will 
require the best that all the scientific 
disciplines can and will supply. The 
problems confronting us are not the ex- 
clusive jurisdiction for understanding or 
abatement of any single professional 
group. The engineer, it is true, has the 
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age-old obligation of trans!ating concept 
into structure and facilities. but in per- 
forming this significant task he must 
move forward simultaneously with the 
physiologist, chemist, physicist, 
chemist, and other scientific workers. 

The task of centering these disciplines 
upon the environment is almost com- 
pletely unfulfilled. There is hardly a 
health department that provides the set- 
ting for such interdisciplinary attack. 
Such an effort must come within the 
compass of the sanitarian’s thinking, 
even if the opportunities for such broad 
approach may be limited to only a few 
departments of health. 


General Summary 


The environment of man has changed 
profoundly in the last quarter of a cen- 
tury. Added to the earlier hazards of 
living organisms in water, air, and food, 


MAN AND HIS CHANGING ENVIRONMENT 


our technology has contributed new 
chemicals, new biologics, new physical 
contaminants. The effects of these 
changes upon life are little understood, 
whether they be long or short term 
in manifestation. That the changes can- 
not be ignored by the health practitioner 
is obvious. 

Guides for action are posed for dis- 
cussion. One or more of these must be 
accepted for policy and performance. 
The wise brew of scientific knowledge, 
epidemiologic verity, public demand, and 
rare intuition, with the inevitable sea- 
soning of budgetary restraint, will no 
doubt be the choice. 
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HISTORICAL PERSPECTIVE 


Fred B. Rogers, M.D., M.P.H., F.A.P.H.A. 


“yon this year (1960), when King 
Bhumibol of Thailand participated 
in dedication exercises of a new labora- 
tory building at the National Institutes 
of Health, he unveiled a tablet inscribed 
with words by Louis Pasteur. These 
prophetic words were written by Pasteur 
in the last century: “Science and peace 
will triumph over ignorance and war. 
Nations will unite, not to destroy but 
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to build, and the future will belong 
to those who will have done most for 
suffering humanity.” It was appropri- 
ate in 1960, at a time of international 
ferment, that an Oriental leader, son 
of a Harvard-educated physician, should 
direct attention to the past through 
the words of a noble French scientist. 

The past hundred years, which we 
can review briefly for historical per- 
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spective, produced the germs of modern 
science and the present-day practice of 
public health. Louis Pasteur was a 
prime mover in this “evolutionary cen- 
tury”; his genius for health education 
was almost as great as his scientific 
skill. In a recent book, “Mirage of 
Health” (1959), Pasteur’s biographer, 
René J. Dubos, has emphasized several 
revolutionary events of a century ago 
that ushered in concepts which have 
changed man’s life, thoughts, and world. 

Pasteur’s first paper on the germ 
theory, the “mémoire sur la fermenta- 
tion appelée lactique,” appeared in 
1857—just one month before Charles 
Darwin in England sent to Asa Gray, 
an American medical botanist, the fam- 
ous letter which first stated in precise 
form the theory of evolution. In the 
following year Rudolf Virchow, a Ger- 
man physician and social reformer, pub- 
lished “Die Cellularpathologie” (1858). 
This book, directing attention to the 
cellular origin of disease, also helped 
give direction to modern biological sci- 
ences. In the 19th century the concept 
gradually evolved that advances in pub- 
lic health are inextricably entwined with 
general scientific and social progress. 

A milestone in the history of Ameri- 
can public health dates from another 
event of a century ago. In 1860, at 
Boston, Mass., there assembled the 
Fourth National Quarantine and Sani- 
tary Convention, last of a series of con- 
secutive annual meetings which had as 
their purpose the promotion of sanitary 
science. These sanitary conventions 
planned to resolve themselves into a 
national public health association. The 
Civil War intervened, however, and 
this aim was not realized until 1872, 
when the American Public Health As- 
sociation was organized, in part by men 
who had attended one or more of the 
earlier conventions. The practical value 
of public health benefits appealed early 
to American minds. 

Coming quickly to the 20th century, 
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one is impressed primarily by the speed 
of discoveries and broad sweep of sci- 
entific progress—facts popping like corn 
in a hot pan! The last 50 years of 
human history have seen more changes 
than the 5,000 that preceded them. Each 
decade has brought innovations exceed- 
ing those of previous centuries and 
created correspondingly new problems— 
ones that promise to strain existing cul- 
tural and technical fabrics. The decade 
at mid-century marked greater change 
than any previous one. This period, aptly 
called the “Decisive Decade,” has posed 
unique problems that demand our at- 
tention—this period therefore deserves 
special consideration. Environmental 
changes, in part created by man, now 
challenge his ways of life and his very 
survival. 

We have the advantage of historical 
sympathy for the past decade—much is 
still with us in fact or in memory; but 
we lack true perspective because we 
know too much—too much that is frag- 
mentary and of an undigested or un- 
paralleled nature. Close on the heels 
of World War II have come numerous 
astounding changes in man and his 
world: the so-called “population ex- 
plosion”; exploitation of existing and 
search for new natural resources; mar- 
velous feats of transportation and com- 
munication; new strivings for human 
rights—anticolonialism and anti-imperi- 
alism; the establishment of communism 
as a world power: nuclear fission; and 
submarine and space exploration, These 
changes, steady in development yet ex- 
plosive in newness, add up to a world 
revolution for man and his environ- 
ment. 

The surging 60’s began as the 13th 
year of the atomic era and the third 
year of the space era. Nuclear physics 
and chemistry now study minute matter, 
and guided missles and rockets probe 
the unknown in space. Where man for- 
merly marked eras in terms of cen- 
turies, he now chalks them off by dec- 
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ades or single years. We are living 
in a pivotal period—a _ fulcrum-like 
span of human history. Yet, in this 
age of unparalleled progress, discontent 
and questioning have accompanied each 
major discovery. Having rubbed Alad- 
din’s lamp so often recently, we are 
faced with the responsibility of control- 
ling the Geniis we have called forth. 
Several areas bear close scrutiny. 


Population 


In 1860, the population of the United 
States (33 states) numbered approxi- 
mately 31 million; a century later (50 
states) the count was about 180 million. 
During the 1940-1950 decade, more 
people were added to the population 
than in any other ten-year period of 
the nation’s history. The gain of over 
19 million people—more than the total 
population of 1840—represented a 14.5 
per cent increase over the 1940 popu- 
lation. The 1950 census counted over 
150 million people; the preceding dec- 
ade was a remarkable one in terms of 
natural increase—the excess of births 
over deaths. 

World population in 1950, moreover, 
appeared to be growing at the unprece- 
dented rate of somewhat more than 1 
per cent per year. Some 25 million 
persons have been added each year in 
the past decade, that is, at a rate of 
about 70 thousand daily. and most live 
longer lives than ever before. About 
one-third of the present world popula- 
tion—nearly one billion people—now 
live within the Communist orbit. If 
the present growth spiral persists, num- 
bers should exceed four billion by 1980 

an increase of nearly 50 per cent 
above the 1950 total. At this rate, by 
the year 2000 approximately seven 
billion people will inhabit the earth. 
(Pessimists already cry, “standing room 
only!”) 

Man must alter his physical and 
social environment to accommodate this 
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unprecedented increase in population. 
Demographers today pose more ques- 
tions than can be answered in this brief 
review. The literary forecasts by Aldous 
Huxley (“Brave New World”), and 
George Orwell (“1984”) offer serious 
food for thought concerning the future 
of a free society. We now hope that 
man-made progress in technology will 
adequately compensate for his great 
increase in number. Nutrition experts 
already speak of utilizing untapped food 
potentials in the sea. Subtle new pollu- 
tants are already posing threats to 
health, however, because of undesirable 
by-products of technological progress. 


Water 


Just over a century ago, in 1854, 
Dr. John Snow closed a common water 
pump in London and saw the district’s 
cholera rate drop dramatically. From 
this experience came a valuable lesson 
in public health: disease can be trans- 
mitted by polluted water. For decades 
the United States has prided itself on 
the purity of its drinking water. Today 
this boast rings hollow in many places. 
The rising demands on water supplies 
and the increased incidence of water 
pollution by sewage and _ industrial 
wastes should stir our complacency. The 
Public Health Service recently reported: 
“The problem of keeping enough water 
clean enough to protect the public health 
has become enormously complex, diffi- 
cult and urgent.” Our ability to protect 
water quality has lagged behind the de- 
velopment of numerous petrochemical 
compounds which now pollute water— 
various detergents, fertilizers, insecti- 
cides, herbicides, and solvents. New 
municipal and _ industrial treatment 
plants must also be built to ease the 
overloading of present sewage facilities. 


Air 
In many cities in the United States 


today, blue skies are less common than 
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they once were, and smarting eyes and 
barking cough are frequent complaints. 
Air pollution by dusts and vapors is 
widespread, and no respecter of com- 
munity size. Smogs of nitrous oxides and 
hydrocarbons of petroleum origin—au- 
tomobile exhausts included—contami- 
nate the air we breathe. Exposure to 
such smog results in acute and chronic 
irritation of air passages in laboratory 
animals and humans. Scientists are 
now at work on the effects of smogs 
on human health and efficiency, The 
extent of the menace is yet to be accur- 
ately determined, but it nevertheless ex- 
ists and requires attention. The over- 
all pollution problem in 1960 is a bad 
one, but by 1970 an estimated 75 per 
cent of the United States population 
will be jammed into only 10 per cent 
of the nation’s land area, and the danger 
of environmental contamination will be 
greater than ever before. 


Food 


Thanks to modern chemistry, food 
has never been more abundant, looked 
more attractive, or tasted better. Thou- 
sands of chemicals are used in the proc- 
essing, storage, and handling of food- 
stuffs. Most are probably harmless, 
but the problem of long-range effects— 
possible chronic poisoning—by certain 
of these chemicals deserves closer study. 
Although their presence in food sup- 
plies is restricted by law, illegal quan- 
tities of such contaminants as insecti- 
cides, antibiotics, and hormones do find 
their way into the American diet. The 
inspection and enforcement of Food and 
Drug Administration regulations poses 
another major problem in public health 
today. 


Radiation 


By 1902, seven years after the dis- 
covery of x-rays by Roentgen, the cause 
and effect relationship between exposure 
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to x-rays or to the emanations of ra- 
dium was clearly recognized. It has 
been known since the mid-twenties that 
radiation of germ cells can result in 
gene mutation, and radiation exposure 
during embryonic life can result in de- 
velopmental abnormalities. A few years 
later, radiation-induced leukemia in 
mice was observed. 

From 1929 to 1940 what is now 
named the U. S. National Committee 
on Radiation Protection and Measure- 
ment cooperated with the International 
Commission on Radiological Protection 
in developing recommendations con- 
cerning the maximum permissible ex- 
posure of the relatively few adult 
workers using x-ray machines, radium, 
and, later, other sources of ionizing 
radiation. The Atomic Energy Com- 
mission, in all its operations, has en- 
deavored to follow these recommenda- 
tions. The number of people working 
with or near radiation has increased 
with each recent year. 

Public concern, and concern by sci- 
entists other than radiobiologists, with 
the effects of ionizing radiation on hu- 
man beings became widespread as a 
result of the accidental exposure of the 
Rongelapese to fallout in the spring of 
1954 from atomic detonations in the 
Pacific. In 1956, as a result of the 
report of the National Academy of Sci- 
ences’ study on the biologic effects of 
atomic radiation, this concern spread 
from the hazards associated with radio- 
active fallout to include the dangers 
inherent in the use of radioisotopes 
and in the coming age of nuclear power 
production. 

The biological factors in the radiation 
as they relate to society is a difficult 
problem. It has been invested with 
emotional and political overtones and 
poses a future problem basic to human 
survival. Nuclear energy has presented 
civilization with perhaps its greatest 
challenge since the discovery of fire. 
We have within our grasp an ability 
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undreamed of a century ago to control 
our environment. It is a key to almost 
unlimited power—either a _ friendly 
Gulliver or a Frankenstein’s monster. 
What we do with it depends on us. If 
we are careless with nuclear energy 
we can injure ourselves seriously; if 
we grossly abuse it we could probably 
destroy our present civilization. 

In the past, great epidemic diseases 
such as smallpox, cholera, and typhoid 
fever were real and terrible visitors. 
The problem was to seek the cause and 
eliminate it by sanitation or by immu- 
nizing the population to the specific 
causative organism. With radiation haz- 
ards to society as a whole it is other- 
wise. There are no formidable, pressing 
effects for which to seek a cause. We 
can perhaps predict late effects without 
accurately measuring or clearly identify- 
ing the specific cause. Yet each pre- 
dicted effect may be a tragic one—a 
deformed or weakened child, leukemia, 
bone cancer, decreased life span, or 
premature death. 


MAN AND HIS CHANGING ENVIRONMENT 


Summary 


In our enthusiasm for the fruits of 
science, we must not forget Pasteur’s 
plea for humanity in science. Dr. 
Robert A. Kehoe of the University of 
Cincinnati has recently warned: “The 
technology of our time has created a 
wealth of materials and made available 
the forces of nature for man’s use. At 
the same time, it has failed to bring 
to these materials and forces the under- 
standing of their biological effects that 
will keep them under adequate control. 
The effort must be made to reduce the 
gap between technology and _ biology 
before it is too late. It is clear that 
reckless man can turn loose and build 
up physical forces which may destroy 
himself and his kind. . . . The new and 
dangerous environment that man _ has 
created for himself now provides a chal- 
lenge to both curative and preventive 
medicine—a challenge that requires ad- 
ditional types of medical knowledge, 
new skills and new settings for appli- 
cation of such knowledge and skills.” 


Dr. Rogers is professor of preventive medicine, Temple University School of 
Medicine and Hospital, Philadelphia, Pa. 

This paper was presented before the Association Symposium of the American 
Public Health Association at the Eighty-Eighth Annual Meeting in San 


Francisco, Calif., October 31, 1960. 


PUBLIC HEALTH AND SOME MAJOR CHANGES OF OUR TIME 


N. J. Demerath, Ph.D. 


ATELY we in the United States have 
l been hearing much about this nation’s 
“prestige,” about the “extension of free- 
dom,” about our contest with the Soviets. 
The campaign oratory—except for a few 
domestic issues such as medical care 
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for the aged, farm income and agricul- 
tural surpluses, and, of course, Cuba, 
Quemoy, and Matsu—has featured gen- 
eralities and personal charges and coun- 
ter charges. All of this, of course, is in 
the American national campaign tradi- 
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tion. But one thing seems certain, we 
do live in a world of swift change, great 
perils, and big stakes—a “new frontier,” 
as it has been labeled. And no matter 
who is in the White House, more and 
better frontiersmen are urgently needed, 
together with new programs of societal 
development and human adaptation. 
These frontiersmen include those who 
wrestle daily with the problems of metro- 
politan sprawl and city slums, and the 
specialists Professor Wolman noted (epi- 
demiologists, statisticians, engineers, edu- 
cators, health officers, and others—and 
I would include the psychiatrists). But 
more than an aggregate of individual 
specialisms, more than our usual health 
teams are necessary. We need, as Pro- 
fessor Wolman says, “the integration of 
multidisciplines.” 

The frontier which confronts us today 
is not that of California and the West 
in the 1800's. However laudable and 
desirable the virtues of some of our fron- 
tier ancestors, ours is not a world for 
private pillage and coonskin-capped ad- 
venturers who would skin the natives and 
exercise a quick trigger finger, be these 
adventurers, corporations, nations, or 
individuals. Instead, it is a world, a 
frontier, that calls for the joining of 
ancient virtues with scientific, govern- 
mental, and individual human skills so 
as to create new social contracts, new 
systems of cooperation, control, and crea- 
tivity, in the interests of individuals 
everywhere and of their growing dignity 
and their capacities for love and free- 
dom. 

More particularly, ours is a world, a 
frontier, where public health work in 
the future must be coordinated with 
housing, city planning, industrial loca- 
tion, education, and economic develop- 
ment—here and abroad. To do this, we 
require new views, new and _ practical 
knowledge of the environment of public 
health. And this, in turn, demands new 
concepts, new theories, that join bio- 
medical and engineering concepts and 
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skills with those of the social sciences 
and their applied arts: education, ad- 
ministration, law, social welfare. In 
short, the reality of health is more .com- 
plex than the way we now see it or pres- 
ently understand it. We require new 
tools of theory and viewpoint, of 
analysis and action. This, | think, is 
what Professor Wolman has in mind 
when he calls for an “integration of 
multidisciplines.” 

Here and there we see genuine efforts 
at multidiscipline syntheses, real efforts 
to cope comprehensively with total health 
situations. For example, in St. Louis, 
at our County Health Department in as- 
sociation with Washington University, 
we have had for some years a health 
research program in which health off- 
cers, educators, psychiatrists, psycholo- 
gists, and sociologists have together 
tackled basic problems of health, styles 
of life, population analysis, and social 
mobility through a frame of reference 
and methodology which no one specialty 
alone would have produced. This year 
we have established a Medical Care 
Research Center, a joint venture of the 
Jewish Hospital and the University’s 
Social Science Institute, which brings to- 
gether physicians, nurses, hospital and 
health administrators, industrial engi- 
neers, economists, accountants, and so- 
ciologists in a long-term cooperative 
study of health care and preventive 
programs, organizations, and processes 
under the rubric, “Administrative Sci- 
ence and Medical Care.” That the center 
should enlist the support of the NIH 
(Division of Research Grants) is one 
more evidence of the NIH interest in 
more comprehensive theory and methods. 
The efforts of men like Ross Janney 
(PHS), Nathan Sinai (University of 
Michigan), and Abraham Horwitz (Pan 
American Health Organization) to 
clarify the relations between economic 
development, health, and society are 
exemplary, as are many of the re- 
searches and applications reported in 
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the book “Health, Culture and Com- 
munity” edited by Benjamin Paul a few 
years ago. Well and good, but are we 
doing enough? I think not. 

Consider the obstacles to economic 
development of the less developed areas 
of the world, as noted by a fellow socio- 
logist. They also constitute obstacles to 
health development both abroad and, 
with certain amendments, at home in 
the United States as well: inadequate 
numbers of trained and experienced 
leaders, absence of common values and 
linked groupings, overurbanization, re- 
surgent nationalism (the United States 
“must be number 1”), mass disillusion- 
ment, prescientific mentality, demo- 
graphic imbalance.’ Of such nature are 
the complexities of the public health en- 
vironment. Or consider, if you will, the 
elemental revolutions of our time. We 
witness, and have been parties to the 
making of, three fundamental and per- 
vasive changes: (1) the rapid increase 
in world population, appropriately called 
“the population explosion”; (2) the vast 
increase of energy sources which, es- 
pecially in nuclear form, comprise a vast 
power source for the annihilation of man 
or for humane productivity; and (3) 
the heightened and extended desire for 
higher levels of living. 

From these underlying revolutions 
follow others: the proliferation of eco- 
nomic development efforts and indus- 
trialization, especially in Asia, Africa, 
Latin America, Soviet Russia, and the 
Middle East; faster aerial transport and 
communications; urbanization (growth 
of cities, “overurbanization” through- 
out the world no less than in the United 
States); and the contesting political 
trends of new nationalism, neutralism, 
and varied internationalisms. With these 
vast changes throughout the world each 
of us is no less involved than we are 
with their counterparts in the Americas 
and the United States. For the setting 
off of these revolutions and for man’s 
adaptive efforts to them, each of us is 
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responsible in our various ways, and not 
least as workers for public health. We 
confront the health problems generated 
by industrial growth and urbanization 
identified by Professor Wolman: ade- 
quacy of supply and pollution of air, 
water, food; occupational health; and— 
I would add—mental health viewed in 
public (society or community) contexts. 
And though, as he said, there be “two 
worlds of contrasting disease aspect and 
of differing necessities and programs,” 
the health problems of cities abroad are 
made of ingredients very similar to ours 
in the United States; for example, Mexico 
City (4,500,000 and growing at an esti- 
mated 5 per cent per year); Peking 
(3,000,000); Bombay (5,000,000) ; 
Djakarta (500,000 in 1940, now an 
estimated 2,000,000); Leopoldville 
(284,000 before 1954, 355,000 in 
1955); Johannesburg (1,607,000 in 
1951, 1,825,000 in 1955).2 Their out- 
comes, also, will affect conditions of na- 
tional economic well-being, _ political 
cohesion, social change, the international 
scene and the United States as surely as 
day follows night. 

But as purveyors of modern medicine 
and health technology to the masses, our 
gravest responsibility is surely that of 
population imbalance in relation to eco- 
nomic growth and political order. The 
long-range historical fact and future is 
that not until about 1830 was mankind 
able, after thousands of years, to pro- 
duce a world population of one billion. 
Then in another one hundred years, we 
added the second billion. And now the 
outlook is for a third billion probably 
before 1965, four billion by 1980, five 
by 1990, and six by 2000—barring the 
intervention of war, pestilence, starva- 
tion, or far more contraception than 
seems likely without large-scale pro- 
grams to change current attitudes and 
fertility practices. The problem involved 
here is that population imbalance is far 
more than an historical or statistical 
long-range affair. As Frank Notestein, 
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president of the Population Council, 
puts it, the long-range issues 

“. .. form no part of the concern with which 
alert leaders of the world’s densely settled 
agrarian regions are viewing their problems 
of mounting population growth. Their interest 
is immediate and has a vital bearing on the 
success of their efforts at modernization. . . . 
The real problems are not those of minimum 
subsistence in a distant future. They are 
those of attaining health, education, and relief 
from gross poverty for all the world in the 
next few decades . .. . Such aspirations do 
not include all of man’s highest values, but 
they are prerequisites for most of them.’ 


At the same time there is no prospect 
for a rapid reduction in fertility. Even 
with the eventual appearance of a con- 
traceptive that is appropriate, the basic 
problem remains: to replace traditional 
desires for large families and many 
children, desires that are buttressed by 
some of man’s most powerful beliefs 
and institutions, with stronger desires 
for fewer births and the advantages 
thereof. 

It has been urged in some quarters 
that the United States government make 
fertility control a matter of direct tech- 
nical assistance programing, though 
neither party has chosen to present this 
as a campaign issue, understandably 
enough. I question the wisdom of any 
frontal attacks by federal program; how- 
ever, we can offer many more training 
opportunities for foreign students to 
learn to analyze and treat their own 
problems scientifically. What they con- 
clude and what they say would, I be- 
lieve, prove far more influential than 


any advice from us. Also, our efforts 
should generally be extended through 
the United Nations. For example, the 
two UN regional centers (India and 
Chile) for demographic research and 
training could well be amplified and 
expanded with the further cooperation 
of the United States government and 
such professional associations as APHA. 

In conclusion, public health—with its 
biomedical, engineering, and social sci- 
ence components—faces a unique, never 
again challenge. To meet it we need, in 
our research and action, a creativity, 
comprehensiveness, sensitivity, under- 
standing of complexity, awareness of 
“hidden” consequences, and social re- 
sponsibility, the likes of which we have 
not had before. To achieve such quali- 
ties now, we must work humbly together 
in pursuit not of prestige (a word de- 
rived from the Latin, meaning delu- 
sion or illusion) and national power, 
but of a goal no less than the insurance 
of man’s future on this planet. Only 
then can we act as new frontiersmen 
to help establish the preconditions of 
man’s highest values or his survival. 
Only then will we be granted, deserve, 
or even be around to enjoy the admira- 
tion and esteem of our fellows. 
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PUBLIC ADMINISTRATION 


Robert G. Webster, F.A.P.H.A. 


Wotman has masterfully 
outlined to us the hazards under which 
man lives today in a drastically changed 
environment. Scientific concepts advance 
much more rapidly than man can ac- 
commodate himself to live with them. 
Our knowledge in scientific fields has 
out-distanced man’s adjustment to living 
in the new environment created. To sur- 
vive we cannot become lost in our own 
machinations. We must go forward even 
though often into uncharted areas. 

The public administrator sits along- 
side the health officer in viewing the 
profound nature of the problems in 
today’s society and the paucity of known 
solutions. Public administration has be- 
come a science coincidental with the 
focusing and pinpointing of other scien- 
tific disciplines. The administrator now 
accepts his responsibility in the operation 
of a public activity as an expert in the 
field of management. No longer can ad- 
ministration be considered an incidental 
function of the program leader. Public 
administration is the science of operating 
or managing an activity. 

Significant are the many training op- 
portunities for administrators. Health 
officers can secure specialized training 
in the technic of “how” to accomplish 
results no matter what subject area is in- 
volved. Such training is mandatory along 
with the knowledge of the specific sub- 
ject matter involved. 

A competent administrator can relieve 
the technician, the health officer, or the 
scientist, freeing them from much of the 
labor and effort of making the machine 
run, freeing them for the technical duties 
in which they are most skilled. 

Dr. Wolman has refreshingly stated 
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that we cannot stand still but must do 
something to survive. Recognition and 
acceptance of the amazing complexity 
of the problems in environmental control 
bring to the public administrator a will- 
ingness to support action even though 
the scientific knowledge is not exhaus- 
tive. He can assist with adequate plan- 
ning which can be used as a justification 
for fiscal support. As Dr. Wolman so 
clearly points out, no one has ever 
written a treatise on the value of green 
grass, trees, and open spaces, yet our 
park, beach, and recreation programs 
have advanced and occupy a preferred 
status in government planning. 

Good public administration also dic- 
tates that we work more closely with 
persons who have other areas of interest. 
Interdisciplinary action is the only solu- 
tion to many of the complex enigmas 
that face man today in dealing with his 
environment. The conditions under 
which people work, the vast social wel- 
fare efforts, including those of medical 
care, problems of mental hygiene, food 
supply, and housing, all demand a joint 
approach by many groups. 

Dr. Wolman has properly emphasized 
the necessity that all of our thinking 
must be “seasoned with budgetary re- 
straint,” and we must note here the 
futility of yielding to the temptation of 
spending money for the purpose of show- 
ing activity. It is a common and wide- 
spread fallacy to use the lack of an ade- 
quate budget as an excuse for inaction. 
While in some cases this is no doubt a 
valid explanation, too often we seek 
money to solve a problem without any 
clear idea of how the problem can be 
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solved, anticipating that a refused ap- 
propriation will be a defense. 

The showing of expenditures aimed at 
solving a problem is not alone enough. 
First must come a plan, which when 
implemented with money and _intelli- 
gence can approach a problem. Failure 
to attain a solution may at least yield 


an “E” for effort, a far more ccmfortable 
defense than is available when there has 
been simply nothing done. 

Public administration, even in the 
absence of definite mileposts, has demon- 
strated a willingness to support sincere, 
aggressive, and intelligent effort when 
the solution is vague and obscure. 


Mr. Webster is chief, Division of Administration, California Department of 
Public Health, Berkeley, Calif. 

This paper was presented before the Association Symposium of the American 
Public Health Association at the Eighty-Eighth Annual Meeting in San 
Francisco, Calif., October 31, 1960. 


Scientists Wishing Duty Abroad 


The National Academy of Sciences-National Research Council is compiling a 
register of American scientists and other specialists in the biological and physical 
sciences and related technologies and fields who are interested in the possibilities 
of assignments abroad for periods ranging from several weeks to two years. This is 
in anticipation of the growing need for personnel under international programs in 
which NAS-NRC cooperates. 

Assignments vary greatly with respect to location, duration, stipends, and re- 
sponsibilities. Some require scientists of high competence and reputation for short- 
term lecturing and consultative duties in one or several countries. Others call for 
specialists who are available for longer periods, have had experience in certain 
geographical areas, and are fluent in Spanish or French. Also, under the exchange 
program authorized by the Fulbright and Smith-Mundt Acts, younger as well as 
established science educators are welcomed as lecturers at many African, Asian, and 
Latin American colleges and universities. 

Interested persons are asked to fill out a special form, available from the 
Committee on International Exchange of Persons, 2101 Constitution Avenue, N.W., 
Washington 25, D. C. The returned form will not constitute an application, but will 
insure a person’s consideration for openings in his field. 
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This is a comprehensive general survey of knowledge concerning radioactive 


wastes in the marine environment. Public health responsibilities are 


discussed, and appropriate sources of information are indicated. 


RADIOACTIVE WASTES IN THE MARINE ENVIRONMENT 


Robert M. Brown, P.E., F.A.P.H.A., and Donald W. Pritchard, Ph.D. 


TT” suBJECT of this paper is one of 
major interest to the scientific world. 
It involves several fields of science, each 
party to the investigations and determ- 
inations which must be made to help 
man live in equilibrium with the bene- 
fits and hazards confronting him as he 
seeks to utilize his newly acquired 
sources of nuclear energy. Concerned 
with the problems of radioactive wastes 
in the marine environment are those 
scientists who have the unenvied re- 
sponsibility of disposing of the wastes; 
the oceanographers; the marine biolo- 
gists; and the practitioners of public 
health whose day-to-day responsibilities 
now include protecting the public from 
hazards associated with ionizing radia- 
tion. 


Note—In its charge to the Joint Committee 
on Marine Food Sanitation (with CSSE) in 
1957, the Engineering and Sanitation Section 
Council of the American Public Health As- 
sociation stipulated, “. . . evaluate the biologi- 
cal and other technical phases of shellfish sani- 
tation which are associated with the discharge 
of radioactive wastes into harbor areas, estu- 
aries and shellfish producing waters.” This has 
been a task rather difficult to undertake as an 
organized committee project. 

With the objective of meeting the commit- 
tee’s charge in this important area, the chair- 
man solicited the collaboration of Dr. Pritchard 
in the preparation of this paper. This is offered, 
therefore, on behalf of the committee, in fulfill- 
ment at least in part, of its charge and with 
sincere appreciation to Dr. Pritchard for his 
aid in making this presentation possible. Dr. 
Pritchard has been a major participant in and 
contributor to the national and international 
study projects referred to in this paper. 


NOVEMBER, 1961 


To develop this subject so as to en- 
compass all the areas of science noted is 
beyond the scope of this presentation. 
The objective, therefore, is to treat the 
subject in terms of its public health as- 
pects, endeavoring to place in a truer 
perspective the challenge presented to 
those responsible for prevention and 
control of hazards to public health. In 
doing this, the associated phases of waste 
disposal need and technology, ocean- 
ography and marine biology will be dealt 
with only to the degree necessary to 
achieve a clear understanding of public 
health significance and responsibility. 


Background Reports 


Essential to an understanding of the 
nature and extent of the problems as- 
sociated with the disposal of radioactive 
wastes in the marine environment is a 
thorough review of several excellent re- 
ports. These are commended to the pub- 
lic health practitioner as prerequisite 
background for any administrative or 
technological activity on his part and, 
indeed, for an appreciation of the activi- 
ties of his allied colleagues in this area. 

Five of these are publications of the 
National Academy of Sciences-National 
Research Council. The first, issued in 
1957, deals with the effects of atomic 
radiation upon oceanography and fish- 
eries.' It effectively presents the chal- 
lenge of the problem and delineates areas 
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for investigation. The second (1959) 
deals with problems of selecting sites for 
the disposal of low-level packaged wastes 
on the continental shelf?; and the third 
(1960) handles the dispersal into the 
marine environment of low- or inter- 
mediate-level wastes associated with 
normal operation of nuclear-powered 
ships.* These two reports** develop in 
exemplary fashion the nature of prob- 
lems involved and the difficulties attend- 
ing their solution; the concepts of ocean- 
ography entering into evaluation and 
resolution; the marine ecological system 
and various associated biological phe- 
nomena involved in uptake and other 
aspects of radionuclides in the marine 
environment; and the determination of 
maximum. permissible concentrations of 
various radionuclides in sea water. The 
fourth and fifth reports (1960) deal 
with the biological effects of atomic 
radiation, the one being a summary of 
reports of special committees consider- 
ing the genetic, pathologic, and meteoro- 
logic effects of radiation and the general 
subject areas of the first three NAS-NRC 
reports just mentioned*; and the other a 
concise report of such effects to the 
public.® 

A report (1960) of major significance 
to those concerned with food supplies 
and public health is one dealing with 
radioactive materials in food and agri- 
culture.* It was prepared by a special 
committee convened by the Food and 
Agriculture Organization of the UN and 
places in admir=ble perspective the 
problems and relative hazards produced 
by radioactivity in human food from all 
sources, Marine foods are therefore con- 
sidered in their proper quantitative and 
geographic relationships with terrestrial 
foods. There is included as an appendix 
to this report a remarkably concise sum- 
mary of “Radioactive Contamination in 
Fisheries Products.” 

An as yet unpublished report prepared 
by an ad hoc committee assembled by 
the International Atomic Energy Agency 


(1960) treated the subject of radioactive 
waste disposal into the sea.* This is the 
most comprehensive presentation of all 
phases of this subject yet developed. This 
report and the one on food and agricul- 
ture just noted are of unusual signifi- 
cance not only by virtue of their com- 
prehensive nature but because they were 
developed by eminent international sci- 
entists and represent a consensus of 
scientific judgment from both the East- 
ern and Western Hemispheres. 

In 1959, the Public Health Service 
conducted a seminar on biological prob- 
lems in water pollution in conjunction 
with a symposium on the effects of dis- 
charge of radioactive materials on aqua- 
tic life. The transactions of this seminar, 
therefore, contain excellent information 
on biologic effects on marine life, includ- 
ing results of studies conducted in the 
western Pacific, in Canada, and on the 
Atlantic Coast.* 

These eight reports, so briefly and 
superficially referred to here, should be 
regarded as an absolute minimum li- 
brary of technological science to be 
understood and utilized by persons with 
responsibilities for associated activities 
in the field of public health. Each of the 
reports has one or more bibliographies 
of its own which can very effectively ex- 
tend the search of any investigator for 
additional background material. 


Why Should the Sea Be Used as a 


Receiver of Nuclear Materials? 


It is inevitable that a small fraction of 
the radioactive wastes produced in the 
peaceful uses of nuclear energy, and of 
the radioisotopes employed for medical 
purposes, in research, and in materials 
testing in industry, will enter man’s en- 
vironment. It is not a matter now of de- 
ciding whether or not radionuclides, pro- 
duced as a consequence of the peaceful 
uses of nuclear energy or utilized di- 
rectly for the benefit of man for medical 
or research purposes, may enter man’s 
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environment. This decision was made 
when it was decided to utilize nuclear 
energy and radioisotopes for peaceful 
purposes. The question which must be 
answered is the quantitative quesfion of 
how much radioactivity may be intro- 
duced into the various segments of man’s 
environment without incurring a measur- 
able risk to man or to man’s use of the 
products from such environments. It is 
not enough simply to require that the 
amount entering the environment be as 
small as possible. The designer of nuclear 
installations, the radiologist in the hos- 
pital, and the research worker in his 
laboratory must be given numbers on 
which to base their designs or operations. 

The question of why the ocean should 
receive any radioactive materials de- 
serves some consideration. The answer is 
twofold in character. First of all it is, in 
some cases, unavoidable that some of the 
products of man’s use of nuclear energy 
will enter the marine environment. It is 
inevitable that some of the very low- 
level materials which are now allowed 
to enter the sewers, or which are now 
discharged to rivers, will ultimately 
reach the sea. Likewise some low-level 
effluent from reactors located on sea- 
coasts, or used to propel ships, will 
without doubt enter the ocean. 

Second, it is quite likely that the sea 
will be the safest place to dispose of 
certain radioactive waste materials, at 
least if we consider only those alterna- 
tives which are technically feasible, with- 
out imposing economic burdens not justi- 
fied by the degree of risk involved. 

The situation may be summarized as 
follows. In order for man to gain the 
benefits offered through the peaceful 
uses of nuclear energy and through the 
use of radioisotopes in medicine and in 
research, one must accept the fact that 
some artificially produced radionuclides 
will enter man’s environment. The radia- 
tion dose to which the human population 
will be subject, over and above that im- 
posed by the natural background, must 


NOVEMBER, 1961 


RADIOACTIVE WASTES 


be kept below levels which, on the basis 
of all available evidence, will not impose 
undue risk to man. Our basic responsi- 
bility is to utilize all of man’s environ- 
ment in a manner most consistent, both 
with the safety of the human population 
and the maximum beneficial use of 
nuclear energy. Inherent in the require- 
ment of human safety is also the require- 
ment that man should be able to use 
products from any segment of his en- 
vironment and not be restricted in any 
way by factors deleterious to his health. 
The ocean then, as one segment of man’s 
environment, will be utilized as a re- 
ceiver of nuclear materials. The task of 
the public health authorities is to insure 
that such use of the sea, as well as of 
other segments of man’s environment, 
dees not endanger the health of man. 
i 

Present and Potential Sources of 
Radioactive Materials to the Sea 


It is first of all necessary to recognize 
that there exist natural radioactive ma- 
terials in the sea and that they have 
been there at least as long as man has 
been on the earth. The major contributor 
to this natural radioactive background in 
the sea is Potassium-40, which is pres- 
ent in concentrations of about 330 micro- 
micro curies per liter. While the radia- 
tion dosage imposed on the biota of the 
sea by this natural background is con- 
siderably less than the natural radio- 
active dose rate experienced by terrestrial 
organisms, it far exceeds the radioactive 
dose rate imposed on marine organisms 
by artificially produced radioactivity 
which has entered the sea. 

The second most important source of 
radioactive materials now in the sea 
originated with weapons testing and has 
entered the oceans both through direct 
fallout onto the sea surface and from 
flow-out in rivers draining into the sea. 
It is estimated that about 2 million curies 
of Strontium-90 have been deposited on 
the sea from general fallout, and an 
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additional 3 million curies have entered 
the Pacific Ocean as close-in fallout, as 
compared to about 1.8 million curies 
which have fallen on land. These 
amounts may be compared to the more 
than 100 million curies of radium ac- 
tivity naturally present in the sea. It is 
also important to note that at present 
terrestrial foods supply to the human 
diet the major sources of radioactive 
isotopes originating from fallout. Thus, 
marine food products contribute less than 
1/1,000th of the total intake of radioiso- 
topes by the average resident in the 
United States, and about 1/200th of the 
dietary intake of radioisotopes even for 
a sea food eating population such as that 
of Japan. 

Unconfined liquid effluent from spent 
fuel processing plants and from _plu- 
tonium plants contributes the third major 
source of radioactivity to the sea, and 
this is the most important source origin- 
ating from peaceful uses of nuclear 
energy. The Windscale Works in Eng- 
land is now authorized to discharge, as 
a dilute low-level liquid effluent, about 
100,000 curies of mixed beta activity per 
year into the Irish Sea; and on the 
order of 1,000 curies a day of induced 
beta activity enter the Pacific Ocean in 
the waters of the Columbia River as a 
result of operations of the AEC’s Han- 
ford establishment.* 

By comparison, the remaining present 
sources of radioactive materials entering 
the sea are quite small and it is difficult 
to rank them in importance. Considerable 
public attention has been placed on the 
disposal of packaged waste materials into 
the sea. Between 1951 and July, 1959, 
approximately 10,500 curies of low-level 
packaged waste were disposed of in the 
Atlantic Ocean by various activities in 
the United States. This material was 
contained in some 25,000 55-gallon 
drums. Between 1946 and the middle 
of 1959, about 14,000 curies contained 
in slightly more than 21,000 drums and 
concrete boxes were disposed of in the 
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Pacific Ocean off the West Coast of the 
United States. Much of this material had 
relatively short half-lifes, and without 
doubt only a small fraction of the total 
activity was released to the marine en- 
vironment.'* 

In addition to packaged wastes, some 
large pieces of contaminated equipment 
have been disposed of in the sea. Thus 
the reactor structure of the Seawolf pro- 
totype was disposed of in the Atlantic 
Ocean about 230 miles southeast of 
Sandy Hook in early 1959. This steel 
structure contained about 33,000 curies 
of induced activity which, because it was 
incorporated as induced activity in the 
steel itself, would be released to the sea 
only as a result of corrosion of the metal. 
The rate of release of activity to the sea 
from this source is estimated at only 2 
to 3 curies per year." 

The discharge of radioactive material 
to the sea from nuclear-powered ships, in 
the form of low-level liquid effluent and 
intermediate-level ion-exchange beds, at 
present constitutes a relatively small 
source of activity to the sea. With in- 
creased use of nuclear power for ships 
it is likely that this source will become 
more important, particularly since some 
of the radioisotopes involved are highly 
concentrated by some marine organisms. 

Discharges from land-based reactors 
adjacent to the sea do not appear to con- 
stitute a major source of radioisotopes to 
the sea, either at present or for the 
future. Problems associated with such 
installations will be local in nature and 
can be minimized by suitable site selec- 
tion and proper design of the effluent 
discharge system. 

According to testimony before the 
Joint Committee on Atomic Energy, Con- 
gress of the United States, July, 1959,"* 
it is current AEC policy to limit disposal 
of package wastes to depths greater than 
1,000 fathoms. Recent surveys of several 
areas which have been used for packaged 
waste disposal have shown no activities 
in the water, sediment, or biota in ex- 
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cess of those associated with natural 
background and fallout. 

It is extremely difficult to assess the 
potential contamination of the marine 
environment which might result from an 
accidental release of activity from a 
marine- or shore-based reactor, and no 
authoritative reports are available deal- 
ing with this subject. 


Classification of Activity 
Levels of Waste 


The general terms “high,” “inter- 
mediate,” and “low” level wastes are 
used to describe the degree of hazard 
associated with particular waste ma- 
terials, though no fixed classification 
system has been agreed upon. Wastes 
are usually classified primarily as to 
source as follows. 

“High”—Fission products confined in 
spent fuel elements and the residue of 
these products after separation from use- 
ful fuel material. None of this concen- 
trated activity now enters the sea. 

“Intermediate”—Large pieces of con- 
taminated equipment or packages of 
spent ion-exchange resins (order of 10- 
10,000 curies of activity). Some of this 
material has been introduced into the 
sea. 

“Low”—Laboratory trash, contamin- 
ated clothing, glassware, and small pieces 
of equipment (order of 1 curie or less 
per package) ; and dilute liquid waste in 
process of water from chemical treatment 
plants and primary coolant from marine 
reactors (having concentrations of the 
order of millicuries per gallon). 

The biological significance of the par- 
ticular isotopes involved enters into the 
ultimate Thus several 
thousand curies of tritium might be con- 
sidered a low-level waste, while a few 
millicuries of Strontium-90 or some other 
isotope of similar biological hazard 
might be classified as intermediate- or 
high-level wastes. The particular form 
of the wastes at time of disposal also 


classification. 


NOVEMBER, 1961 


RADIOACTIVE WASTES 


plays an important role in designating 
the classification. Thus the liquid 
effluent from Windscale, which has a 
concentration of only a few millicuries 
per gallon, is called a low-level waste, 
even though the large volumes involved 
result in a total annual discharge of 
about 100,000 curies. 


The Sea as a Site for Radioactive 
Waste Disposal 


There are two general approaches to 
the treatment of radioactive waste ma- 
terials. The first involves the principles 
of concentration and containment. In 
this case the wastes are reduced to the 
smallest possible volume and are con- 
fined in storage tanks or buried in vaults 
out of contact with man’s environment. 
The second approach involves the prin- 
ciples of dilution and dispersion. Here 
the purpose is to so dilute the wastes in 
man’s environment that the radioac- 
tivity which could return to man would 
be negligible compared to the natural 
background radiation to which he has 
always been exposed. The sea appears 
attractive as an environment for the ap- 
plication of both principles. One of the 
disadvantages of the principles of con- 
centration and containment on land is 
that an accident to the containment struc- 
tures could result in a concentrated 
waste being released in man’s immediate 
environment. The sea has a large ca- 
pacity for dilution and dispersal. Suit- 
ably designed containment packages 
placed into the deep water of the oceans 
would remove this activity from the im- 
mediate environment of man. Radio- 
activity accidentally released from such 
containment packages would be sub- 
jected to large dilution and dispersion 
before entering the surface layers of the 
sea which provide the bulk of the 
products man uses from the sea, and 
which is that part of the sea in most 
intimate contact with man. Certain types 
of waste, because of their low concentra- 
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tion of activity, are not suitable for treat- 
ment leading to concentration and con- 
tainment. The sea appears as the safest 
environment for dilution and dispersion 
of such wastes. 

The potential capacity of the sea to 
receive nuclear wastes is intimately re- 
lated to the physical structure and cir- 
culation pattern of the world’s oceans. 
The major part of the ocean volume 
{about 75 per cent) is filled with cold 
water, at a temperature between 1° C 
and 4° C, which originates in the high 
latitudes of the North Atlantic, South 
Atlantic, and possibly also in the Ant- 
arctic regions south of the Pacific Ocean. 
This large volume has a remarkably con- 
stant salinity of about 34.7 grams per 
kilogram. In the middle and low lati- 
tudes, a layer of relatively rapid density 
increase with depth and hence large 
stability, called the pycnocline or ther- 
mocline, separates this so-called “deep” 
water from the surface layers. The sur- 
face layer of the open sea is of variable 
thickness, from 10 to 200 meters thick, 
and is almost uniform in the vertical dis- 
tribution of temperature and dissolved 
solids. Because of this uniformity the 
surface layer is frequently called the 
“stirred” layer or “mixed” layer. The 
surface layer constitutes about 2 per 
cent of the total volume of the world’s 
oceans, and the intermediate layer of 
relatively large vertical stability com- 
prises about 20 per cent of the total 
volume. Any contaminant introduced 
into the surface layers will be rapidly 
mixed vertically. This rapid vertical 
mixing results primarily from two 
processes : 

a. Convection—which is produced when the 
density at the surface is sufficiently increased, 
either from a decrease in temperature or an 
increase in salinity, so that the surface water 
sinks and mixes with the subsurface layers. 

b. Wind stirring—which produces turbulent 
mixing in the surface layers. The effect of such 
stirring decreases with depth and is dependent 
on the magnitude of the wind velocity. Sta- 
bility, caused by increasing density with depth, 
decreases the effectiveness of wind stirring. 
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Any contaminant introduced into the 
surface layers of the deep sea will be 
transported away from the area of in- 
troduction by surface currents, which, in 
general, extend throughout the entire 
depth of the mixed layer. The major 
features of the important surface layer 
currents of the world’s oceans have been 
studied for many years and are well 
known. The large-scale permanent cur- 
rents, such as the Gulf Stream, the 
Kuroshio, and the Equatorial Current 
systems, transport vast quantities of 
water and actively disperse the waters of 
a major segment of the mixed layer 
throughout the area of each ocean basin 
in a relatively short time. Thus, the 
volume of water flowing through the 
straits of Florida in the Gulf Stream in 
a 15-year period is about equal to the 
volume of the upper 500 meters of the 
entire North Atlantic. It therefore ap- 
pears likely that no area of the surface 
layers of the world’s oceans can remain 
isolated from the rest of the surface 
waters for any length of time. 

During transport by currents, any con- 
taminant introduced into the surface 
layers will be dispersed horizontally by 
turbulent diffusion. Some evidence in- 
dicates that the intensity of such hori- 
zontal diffusion is fairly constant 
throughout the open ocean area. The 
rate of dispersion depends upon the 
magnitude of the coefficient of eddy 
diffusivity. This coefficient varies with 
the dimensions of the dispersing con- 
taminated volume. 

The result of this process of diffusion 
is the reduction with time of the maxi- 
mum concentration of any contaminant 
introduced into the ocean, and a cor- 
responding spread of the introduced ma- 
terial over a continually increasing area. 

In deep water, movement and mixing 
are considerably less intense than in the 
surface layers. However, during the 
time taken for dispersal of the deep 
waters over a vertical distance of 1,000 
meters or more, horizontal dispersion 
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will have occurred throughout much of 
each ocean basin. Thus, any contamin- 
ant introduced into the deep water of 
the ocean would be dispersed ‘through a 
very large volume before spreading up- 
ward into the surface layers. 

At high latitudes a convective motion 
extends to great depths and here ex- 
change between surface layers and deep 
waters may be quite rapid. The ex- 
change between the deep waters and the 
surface layers at mid- and low latitudes 
is restricted by the relatively stable in- 
termediate layers. The deep water 
which sinks at high latitudes spreads 
throughout the deep ocean basins and 
slowly ascends through the pycnocline 
into the surface layers over the large 
ocean areas found at mid- and low lati- 
tudes. Present estimates of the rates of 
such upward motion range from 2 to 5 
meters per year. In addition to this 
direct vertical flow some exchange takes 
place between the surface layers and the 
deep waters by mixing through the 
stable pycnocline. 

It is estimated that the mean residence 
time of a particle introduced into the 
deep layers of the sea in mid-latitudes 
before returning to the surface layers is 
of the order of 400 years or more. Dur- 
ing this period considerable radioactive 
decay would occur for even the so-called 
long half-life components of nuclear 
wastes. 

In estuaries, inshore areas, and coastal 
waters both vertical and horizontal mix- 
ing are reduced, compared to the open 
sea, as a result of vertical stratification 
and boundary effects. These are the 
areas of the sea from which man harvests 
most of the products he obtains from the 
sea, and with which he is in most inti- 
mate contact. It is evident that estuarine 
and coastal waters have limited capacity 
compared to the open sea as a receiver 
of nuclear wastes. 

For certain isotopes the chemical com- 
position of sea water is an important 
factor in determining the safe capacity 
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of the sea to receive nuclear wastes, since 
isotopic dilution may be as important 
as physical dilution in some cases. Thus 
the sea contains relatively large amounts 
of stable strontium, and for this reason 
Strontium-90 does not appear to be as 
much of a problem in the sea as in 
fresh water or on land. On the other 
hand, certain radionuclides whose stable 
isotope is in extremely low concentration 
in the sea are highly concentrated by 
marine organisms and, hence, are po- 
tentially of greater danger to man and 
his utilization of products from the sea. 

Despite the various factors which 
favor dilution and dispersion in the sea, 
it is evident that there is a limit to the 
capacity of the sea to safely receive 
radioactive materials, since man should 
continue to have unrestricted opportuni- 
ties for the harvest of marine products. 
Present knowledge of the sea is not 
sufficient to make precise estimates of 
this capacity, though order-of-magni- 
tude estimates can be made and are use- 
ful in serving as guides in delineating 
the scope of the problem. 

In particular, knowledge is sufficient 
to provide estimates which can with 
considerable assurance be taken to be on 
the safe side. This is borne out by post- 
use surveys of package disposal sites, as 
well as by the experiences at Windscale 
and Hanford. 

Knowledge of the effects of substantial 
discharges of radioactive wastes upon the 
marine environment has been obtained 
from operations at the British Wind- 
scale Works discharging into the Irish 
Sea and at the Hanford, Wash., plant of 
the AEC discharging into the Columbia 
River. From preliminary investigation 
the British concluded that daily dis- 
charges of about 100 c/day of beta ac- 
tivity and about 1.1 c/day of alpha 
activity would be safe. Reassessment 
of safety factors based upon monitoring 
of shore, sea bed, and edible marine 
products over a period of years led to 
the new conclusion it would be possible 
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to discharge safely as much as 100,000 
c/month. At Hanford, monitoring some 
75 miles downstream of the reactors dis- 
closed beta activity on the order of 
2,000 c/day. Investigation of exposure 
of persons living in the vicinity of the 
plant and eating fish from the Columbia 
River indicates such exposure to be 
within permissible limits.* 

The NAS-NRC Summary Report 
states: “The experiences at Hanford and 
Windscale illustrate that it may be pos- 
sible to release radioactive materials to 
the marine environment with safety in 
significantly greater amounts than one 
could predict from preliminary informa- 
tion.” 

However, this report goes on to say: 
“Each environment presents a different 
set of conditions, however, and increase 
of releases at specific sites should be 
undertaken with caution and extensive 
monitoring. Because of the need for 
relatively precise data on the radiation 
exposures associated with waste dis- 
charge and for further knowledge of safe 
concentrations of various isotopes in the 
water, it is recommended that compre- 
hensive monitoring programs be carried 
out at all future atomic energy installa- 
tions that discharge substantial amounts 
of radioactive waste into marine or fresh 
water environments,”* 


Assimilation and Dispersal Mechanisms 


Some of the general features of the 
physical processes of circulation and dis- 
persal of radioactive wastes in the sea 
were briefly discussed in the previous 
section. In evaluating the capacity of a 
specific part of the marine environment 
to safely receive nuclear materials, con- 
sideration must be given to the fate of 
such material when introduced into that 
environment, which is dependent on the 
following considerations: 

1. The physical and chemical form in which 
the material occurs at time of introduction, 
together with any relatively rapid changes in 
the physical and chemical character of the in- 
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troduced material which occur when it is 
brought into contact with sea water. The sub- 
sequent dispersion by physical processes and 
reconcentration by the biota and bottom 
materials will be greatly affected by the physi- 
cal and chemical form in which the wastes 
occur in sea water. 

2. Initial mechanical dilution of the wastes 
by the receiving waters, which will depend 
upon the manner of introduction. Large initial 
mechanical dilution is important in reducing 
the density difference between the initial con- 
taminated volume and the surrounding receiv- 
ing waters. This reduction in turn favors sub- 
sequent turbulent diffusion. 

3. Advection of the waste material away 
from the source region and simultaneous 
turbulent diffusion, which lead to reduced 
concentrations of the radioactive components 
in the water. 

4. Uptake of the activity onto suspended 
silt and bottom sediments, which removes some 
of the radioactive materials from the water 
and restricts further dispersion. In deep water 
such removal would be favorable since ma- 
terial incorporated with the bottom sediments 
there would be unlikely to return to man’s 
environment. In shallow coastal areas contain- 
ing bottom feeding commercial fin fish, con- 
centration of radioactivity on the bottom may 
be unfavorable since these detritus and filter 
feeders may further concentrate the activity 
from the bottom material. 

5. Concentration of activity by various parts 
of the biota, including shellfish and fin fish 
important to man as a source of food. Some 
important fission products and_ corrosion 
products are concentrated by marine organisms 
by factors of from 100 to 10,000 over the con- 
centrations of these isotopes in the water. 

Examples of the approach used in 
evaluating these factors for 
specific actual or potential cases of waste 
disposal are given in several references 
cited earlier. Further details of the 
physical and chemical processes will not 
be treated here. However, some com- 
ments should be made concerning the 
food chain in the sea, since it is through 
this cycle that radioactivity is most 
likely to be returned to man. 


various 


Effects Upon the Marine 
Food Chain Cycle 


The complicated yet direct food rela- 
tions in the marine ecological system 


VOL. 51, NO. 11, A.J.P.H. 


need not be reviewed in any detail. A 
concise yet inclusive summary of this 
system is presented in reference 7. 
Suffice to say that phytoplankton and 
seaweeds produce organic matter by 
using solar energy and taking nutrient 
salts from the water. As a result of this 
process they can concentrate radioactive 
elements at a high rate. Phytoplankton 
are consumed as food by zooplankton, by 
some filter feeding fishes, and by bottom 
dwelling benthic animals. The chain 
continues through cycles of higher and 
larger forms of marine life. Radioactive 
isotopes are passed along through the 
ongoing food chain although the amount 
of radioactivity generally decreases with 
successive stages in the chain. There is 
also evidence that, through isotopic ex- 
change, activity may pass directly into 
the higher organisms from the sea water. 

On the basis of present evidence, it 
would appear that if the radioactivity in 
the sea does not reach levels which would 
limit man’s use of products from this 
environment, then there would be no 
danger to the marine biota from radia- 
tion damage. However, further docu- 
mented evidence is required in this im- 
portant 

The isotopes which appear to be of 
greatest consequence in regard to sea 
disposal of radioactive materials are the 
trace elements which are present in sea 
water in low concentrations, but which 
are utilized in metabolic processes or are 
readily adsorbed on organic materials. 
Such elements are highly concentrated 
by marine organisms, particularly the 
lower trophic levels, Radioactive isotopes 
in this group include ITron-55 and 
Iron-59, Cobalt-60, Chromium-51, Zinc- 
65, and Ruthenium-106. 


Pre-Evaluation of the Safety of Any 
Specific Waste Disposal Operation 


Knowledge of the physical processes 


of movement and dispersion, and the 
biological processes of reconcentration, 
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is utilized in the pre-evaluation of the 
safety of a specific waste disposal opera- 
tion. Since these factors will not be the 
same for all parts of the marine environ- 
ment, specific knowledge is required for 
the particular situation under considera- 
tion. Oceanographic knowledge and 
technics are not at present sufficient to 
provide for precise determination of all 
the factors involved. However, adequate 
knowledge and technics are available to 
insure that the predicted allowable rate 
of introduction of radioactive materials 
to the sea will be on the safe side. 

In any such evaluation the starting 
point is man and his utilization of the 
marine environment. Specialists other 
than public health personnel would 
normally be involved in such an evalua- 
tion. However, public health authorities 
should have sufficient familiarity with 
the general processes involved in the 
movement and dispersion of wastes in 
the marine environment, with the recon- 
centration of radioisotopes in the marine 
biota, and the possible routes of such 
radioactive materials in returning to 
man, so that they can be assured, through 
critical evaluation of the studies made by 
others, that all possible factors have been 
given adequate consideration. 


Contemporary Investigations 


The need for additional new knowl- 
edge regarding the manner in which the 
marine environment reacts to and is 
affected by the introduction of radio- 
active material becomes increasingly ur- 
gent. Despite the fact that considerable 
further research is necessary on many 
pertinent environmental factors affect- 
ing waste disposal, the Atomic Energy 
Commission faces immediate waste dis- 
posal problems which require the appli- 
cation of existing oceanographic knowl- 
edge. The National Academy of 
Sciences, under two of its existing com- 
mittees (the Committee on Ocean- 
ography and the Committee on Effects of 
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Atomic Radiation on Oceanography and 
Fisheries), has established three work- 
ing panels of marine scientists, each of 
which is preparing recommendations on 
specific problems of concern to AEC. 

A number of very significant studies 
in the category of biological uptake and 
retention by various forms of marine life 
are under way, shortly to be started or 
have just recently been completed. In 
brief, these are as follows.'* 

The important studies of Chipman, 
U. S. Fish and Wildlife Service, seeking 
to determine the effects of radioactive 
materials upon fin fish have been in pro- 
gress for several years at the Beaufort, 
N. C., laboratories and will continue. 

The investigations at the Chesapeake 
Bay Institute, the Johns Hopkins Uni- 
versity, involve studies of the physical 
processes of movement and dispersion 
of waste materials in coastal and estu- 
arine environments, as well as studies of 
the geochemical processes of adsorption 
on sediment and the biological processes 
of uptake of activity by marine plankton. 

A research project of major signifi- 
cance is shortly to be initiated by the 
Public Health Service and the U. S. Fish 
and Wildlife Service in the Savannah 
River area. This study will seek to de- 
fine the changes, if any, in shellfish, fin 
fish, seaweed, and algae in the river 
downstream from the Savannah River 
Works of the Dupont Company. Another 
river in the same region but not within 
the Savannah basin will be used as a 
control. 

In Cincinnati, Ohio, the Public Health 
Service is now starting a research project 
within a fish hatchery to study the effects 
of radioactivity upon fresh water fish. 

At the University of Hawaii, the 
Marine Biological Research Station has 
been exploring for several years the 
effects of radioactivity upon fin fish. 

It may be noted, therefore, that in- 
vestigations of possible effects upon fin 
fish are under way in both the Atlantic 
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and Pacific Ocean areas and in the fresh 
water environment. 

Within recent months the investiga- 
tions of Shipman, Gong, and Weissman, 
of the U. S. Naval Radiological Defense 
Laboratory, have been completed on the 
uptake and retention of Co® by the 
giant clam. 

A tremendous amount of data con- 
cerned with marine biology and radio- 
activity effects upon biological life in the 
South Pacific area was accumulated dur- 
ing the nuclear bomb testing operations 
at Bikini and Eniwetok. Subsequent 
follow-up investigation in these same 
areas, termed Operation Troll, has pro- 
duced much valuable information con- 
cerning the manner and the rate of the 
return to normal of the marine environ- 
ment after being subjected to radiological 
insult. These data are being studied 
and reported upon by several groups. A 
presentation made by Donaldson of the 
University of Washington at the 1959 
Public Health Service seminar® was 
based upon this work. 

Oceanographic authorities have con- 
tinued to emphasize the need*-*®."! for 
investigation of those phenomena of the 
marine environment which govern the 
assimilation and dispersal of radioactive 
substances not only in the ocean deeps 
but in bays, estuaries, coastal waters, and 
restricted waterways. The process of 
turbulent mixing is one of the least 
understood physical phenomena in the 
field of oceanography. Further under- 
standing is needed of the geochemical 
factors relating to the physical and 
chemical state of the various components 
of radioactive wastes when mixed with 
sea water and the processes of uptake of 
these components by suspended silt and 
bottom sediment. 

At present, a specific evaluation of 
New York harbor is in progress with re- 
gard to the dispersion and movement of 
radioactive materials which might be in- 
troduced there. This project is being 
sponsored by the AEC and the Maritime 
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Administration. Field work is being 
performed by the U. S. Coast and 
Geodetic Survey, with data analysis the 
responsibility of the Chesapeake Bay In- 
stitute, the Johns Hopkins University. 

Other research activity involves the 
classification of harbors and coastal 
waters according to the major factors in- 
fluencing the movement and dispersion 
of contaminants which might be intro- 
duced into them. The purpose of this 
study is to provide a basis for extra- 
polating the results of detailed investi- 
gations, such as the one being conducted 
in New York harbor, to harbors and 
coastal areas for which only limited data 
are available. Exchange and flushing 
rate studies are in progress also in Balti- 
more harbor, Delaware Bay, and Nara- 
gansett Bay. 

In order to establish radiological back- 
ground levels in harbors which will be 
used by nuclear-powered ships, monitor- 
ing and surveillance type investigations 
have been initiated in major ports on 
both the Atlantic and Pacific Coasts. 
These locations include Portsmouth, 
N. H.; Boston, Mass.; Groton, Conn.; 
Delaware Bay; Hampton Roads, Va.; 
Charleston, S. C.; and San Francisco, 
Calif. These studies are only in their 
initial stage. It is probable that similar 
work in other important ports will be in- 
stituted in the early future. 

This résumé gives, perhaps, only a 
small understanding of the nature, di- 
versity, and scope of the research cur- 
rently in progress which seeks a fuller 
comprehension of problems associated 
with radioactivity finding its way into 
the marine environment. Public health 
authorities should maintain a keen in- 
terest in such work and support it in 
every way possible. 


Public Health Significance and 
Responsibility 


As noted in the opening paragraphs 
of this report, the primary objective was 
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to present the challenge of radioactivity 
in the marine environment in the per- 
spective desirable for those concerned 
with preventing and controlling hazards 
to the public health. Perhaps, with the 
ever increasing interest on the part of 
practitioners of science in all things 
radiological, it is unnecessary to be in 
any way concerned that the radiological 
health aspects of marine food sanitation 
be adequately dealt with by those con- 
cerned with public health programs. It 
would be remiss, however, to make such 
an assumption. 

It is known, for example, that marine 
food sanitation is regarded as a geo- 
graphic problem—one confined to, and 
happily consigned to, the health and fish- 
eries authorities of the producing states 
and the federal government. A continu- 
ing obstacle to the marketing surveillance 
activities of the cooperative interstate 
shellfish certification program has been 
the apathy of inland health authorities 
regarding their obligation for adequate 
checking of these marine food products 
on the receiving end. With the notable 
exception of controls exercised by local 
health authorities in several cities con- 
stituting major markets for marine food 
products, public health authorities in 
the receiving areas have generally relied 
upon the control exercised by the pro- 
ducing states and the monitoring activi- 
ties of the Public Health Service. Basic 
production of marine food products must 
of necessity be geographically confined 
and will continue to be. With the high 
degree of advancement in food process- 
ing technology—preparation, packaging, 
and freezing, with remarkably rapid 
facilities for transport to even distant 
inland or cross-country markets—prob- 
lems of marine food sanitation, whether 
they involve cleanliness, adulteration, 
bacterial disease prevention, or radio- 
logical hazard prevention, have become 
nation wide in scope. 

By the same token, in any future con- 
cern for the wholesomeness and health- 
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fulness of marine food products from 
a radiological standpoint, public health 
authorities cannot afford to rely exclu- 
sively upon the surveillance and control 
activities of their colleagues in ocean- 
ography and marine biology. The es- 
tablishment by public health authorities 
of systematic monitoring activities for 
marine foods, within the framework of 
the surveillance network they will op- 
erate for other food and factors within 
the environment, should be thoughfully 
planned. 

One of the cited reports pointed out 
that all disposals of radioactive wastes 
from nuclear-powered ships in harbors 
and national waters should be in con- 
formity with conditions laid down by 
local authority.’ This apparently implies 
a corollary recommendation that local 
authority should concern itself with the 
establishment of proper and _ realistic 
conditions under which such disposal 
can take place. Such conditions and as- 
sociated controls will be of inestimable 
value in major sea food producing areas 
as, for example, the Chesapeake Bay. 
Public health authorities must share the 
responsibility in such determination. 

The responsibility just noted seems 
also to require, in so far as may be 
needed, a coordinated effort by govern- 
ment and industry to develop operating 
policies and controls which will insure 
that the nation’s marine food resources 
will be protected against possible con- 
tamination with radioactive wastes. Re- 
search now under way should be con- 
tinued to define the relationships be- 
tween specific radionuclides and marine 
fisheries. 

Exercising public health controls in 
the marine food field in relation to radio- 
logical hazards will require a clear 
understanding of numerous factors each, 
perhaps, relatively influencing the others. 
Some of these may be stated as: 

Determination of the partial permissible con- 
centration of the specific radionuclide(s) in 
the food involved. 
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Assessment of the dietary importance of a 
marine food in relation to milk and terrestrial 
grown food in the diet of the population in 
question and, also, in relation to the weight of 
each food factor as a source of total body 
radiation. 


In the IAEA report previously re- 
ferred to,’ it was noted that the control 
authority must have a definite under- 
standing of how various marine products 
are utilized, such as sea food (including 
fish), shellfish, seaweeds, and __ salt, 
where: 

Sea food may be harvested locally and eaten 
locally; 

It may be harvested and transported to re- 
mote areas and then eaten; 

The sea food may have moved some distance 
from a point of possible contamination before 
being harvested. 


Along with this there should be an ap- 
preciation of other uses of marine 
products, such as production and use of 
alginate from seaweed and use of sea 
products as fertilizer.* 

It has been previously noted that 
various forms of marine biological life 
have the capacity to take up and concen- 
trate various nutritive minerals (includ- 
ing radioactive ones) present in sea 
water. This has been shown to be char- 
acteristic of certain seaweeds. It has 
been demonstrated with regard to the 
viscera, bones, and muscle of fin fish. As 
future surveillance and monitoring pro- 
grams are established for items derived 
from the marine environment, it would 
be advantageous to ascertain whether 
there is any possible carry-over of radio- 
activity into medicinal or nutritional sup- 
plements. Examples of such products are 
vitamin-rich oils obtained from cod and 
shark livers and the mineral supplements 
obtained from the giant kelp. 

A major role of health authorities has 
always been to assure that the public is 
provided with factual and, in so far as 
possible, reassuring information concern- 
ing effects of various organisms, com- 
pounds, environmental conditions, and 
so forth upon health. It has been a re- 
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sponsibility of such authorities to de- 
velop or to promote the development of 
adequate controls for the various en- 
vironmental hazards which have pre- 
sented themselves within recent history, 
so that they could give reassuring in- 
formation to the public as needed on 
these matters. 

In regard to the public health aspects 
of radioactivity in the marine environ- 
ment, particularly in relation to marine 
food products, public health authorities 
will continue to bear the same responsi- 
bility. Surveillance and monitoring of 
the food producing environment as well 
as of the food itself is indicated. 
Measures for exercising controls must be 
understood and applied. Warning as to 
hazard is an obligation when hazard 
exists and on occasion must be utilized. 
Public health philosophy requires, how- 
ever, that provision be made for ade- 
quate control so as to prevent hazard, 
thereby making possible the extension 
of positive assurance that public health 
and welfare have been properly pro- 
tected. It behooves health authorities, 
therefore, to establish and maintain 
themselves in the position from which 
they can operate in the positive sense 
here noted. 

As a result of the information it has 
recently acquired, the general public is 
keenly interested in problems of radio- 
active waste which give indication of 
affecting food, water, or various eco- 
nomic interests. The release of NAS- 
NRC Publication No. 655° concerned 
with planning for disposal of packaged 
low-level wastes on the eastern con- 
tinental shelf of the United States _re- 
sulted in the holding of a special con- 
gressional hearing.'* Plans announced 
by the French Atomic Energy Commis- 
sion for disposal of similar packaged 
wastes into the Mediterranean Sea be- 
tween Corsica and Antibes have drawn 
expressions of alarm from Monaco, cities 
of the French Riviera, and the Medi- 


terranean islands.'® President de Gaulle 
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was reported as planning personal con- 
ferences on the protests. A report in a 
Richmond, Va., newspaper in January, 
1960, noting that small amounts of Z® 
had been detected in Chesapeake Bay 
oysters and Atlantic seaboard clams'® 
resulted in buyer resistance in the Vir- 
ginia oyster market for several weeks. 

Although it is not suggested that pub- 
lic health authorities had any sort of 
responsibility in preventing such oc- 
currences, these are offered as examples 
of public reactions which can and do oc- 
cur. Where reaction of the public is 
prompted by concern for health, health 
authorities should be prepared to anti- 
cipate the extent to which it may occur 
and provide positive reassurance to 
counter needless emotional outburst and 
economic injury. An interesting ex- 
ample of the way in which such informa- 
tion can be made available is contained 
in a news service release. In a Fish and 
Wildlife Service Report (July, 1960) 
concerning possible effects on fish and 
shellfish from the operation of a pro- 
posed nuclear reactor to be located on 
the West Coast, the conclusion was 
reached: 

“In view of our present knowledge, the dis- 
charge of radioactive wastes into Humboldt 
Bay in the volumes and levels of radioactivity 
estimated in the request would not result in 
concentrations of radioactivity that would make 
the marketing of oysters and clams hazardous. 

“Nevertheless the applicant should be ad- 
vised that any accumulation of radionuclides 
by shellfish is likely to cause adverse publicity 
and loss of market.”17 


The second part of this quote would 
seem to anticipate the same type of pub- 
lic reaction as that previously noted as 
occurring following the January, 1960, 
news report in Virginia. 

It has not been possible to include 
within this report precise data on kinds, 
amounts, and activity levels of radio- 
nuclides in various types of sea food. 
This has been intended as a general sur- 
vey of the subject, the extent to which 
knowledge concerning it is available, 
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areas in which research is now under 
way, and objectives which should be of 
concern to public health authorities. As 
data concerning specific levels of radio- 
nuclides in various forms of marine bio- 
logical life might be desired, inquirers 
should refer to the literature reporting 
investigations associated with the British 
Windscale Works, the AEC’s Hanford 
Works, and the Western Pacific nuclear 
bomb testing operations. 

The note of greatest optimism it is 
possible to strike in this presentation is 
to report that in reviewing the literature 
and related administrative activities to 
date, the available scientific data and re- 
ports are definitely reassuring. Disposal 
of nuclear materials into the marine en- 
vironment and development of adequate 
safeguards for the operations are both 
evaluated with objective scientific ap- 
praisal. The approach is based on the 
assumption of normal operating and 
waste disposal activities. While such an 
assumption does not contemplate major 
accidents or disasters, necessary meas- 
ures for quickly determining the degree 
and extent of the effects of accidents are 
being taken into consideration. The need 
for prompt control procedures to be in- 
stituted in any emergency is well recog- 
nized. 

It would be appropriate to conclude 
this section on public health significance 
and responsibility with several thoughts 
presented by Professor Abel Wolman in 
a lecture entitled “Radiation and the 
Health Officer.” In pointing out the re- 
sponsibility of health authorities for ad- 
ministrative decision and control in the 
radiological health field, he said: 

“Such administrative decisions will become 
complex and burdensome. That they cannot be 
avoided is almost axiomatic. That they will be 
met through current administration practices 
is a reasonable prospect.” 

And also, “Health Departments are rapidly 
extending their responsibility in these areas. 
They do so because radiation hazards are real, 
exposure is increasing and adds to body 
stresses, and because it can be controlled and 


1660 


reduced without losing the increasing benefits 
and values of such application. .. .” 


Conclusions 


1. From a public health standpoint, 
marine food problems consequent to dis- 
posal of radioactive wastes in the marine 
environment are not geographically limi- 
ted in point of public impact. Inland 
health authorities share substantially in 
responsibility for sea food surveillance 
activities. 

2. Excellent basic information is avail- 
able to public health officials upon which 
surveillance and control programs may 
be developed. A comprehensive knowl- 
edge of how radiological, biological, and 
oceanographic factors exert their in- 
fluences will contribute materially to the 
application of effective concepts of 
hazard prevention. 

3. Public health authorities, utilizing 
and collaborating with colleagues in 
allied fields of science—notably ocean- 
ography and marine biology—can meet 
the challenge of protecting the public 
from any radiological hazards which 
might be associated with foods originat- 
ing in the marine or fresh water environ- 
ment. 

1. For effective surveillance and con- 
trol of any radiological problems as- 
sociated with sea food, there must be a 
clear understanding of the nature and 
source of the radionuclide, the manner 
in which the radionuclide is metabolized 
or concentrated by the biological organ- 
ism, the significance of the food in the 
diet of the population, and the partial 
permissible concentration of  radio- 
activity it constitutes for man in his 
normal geographic habitat. Also re- 
quired would be an assessment of the 
relative quantities of radioactivity in 
food from both terrestrial and marine 
sources before making a final determina- 
tion of the degree of hazard associated 
with either. 

5. Public health authorities have an 
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historic and continuing responsibility to 
the public to appraise, control, and ad- 
vise concerning hazards to the public 


health. 


In areas of unusual public con- 


cern—i.e., radiological hazards to health 
and well-being—health officials have the 
obligation of providing the public with 
correct information, aiding in its proper 
interpretation, and providing positive 
assurance of protection by familiarizing 
the public with the nature and extent of 
the controls being exercised. 
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The approach to the problem of air pollution taken by California is 


presented here. While many of the California activities are similar 


to those of other states, a number of significantly different aspects 


do exist. They are discussed, especially the emission of 


pollutants by motor vehicles. 


A STATE APPROACH TO AIR POLLUTION 


John A. Maga 


pen dealing with air pollution 
are found at the federal, state and 
local levels of government. The approach 
at each of these levels has followed legis- 
lative assignment of responsibilities and 
the recognition that some activities can 
be carried out more effectively at one of 
the levels rather than at others. 

One area of responsibility that has 
been rather well defined is enforcement 
or the control of air pollution sources. 
It has been generally agreed that these 
activities should be undertaken at the 
local level of government. This, of 
course, assumes that the local area is 
large enough to support a sound pro- 
gram and employ the necessary person- 
nel. Strong local programs usually are 
found in large communities or in metro- 
politan regions. The responsibilities of 
the federal government in air pollution 
have also been well defined and include 
research, training, and technical assist- 
ance. 

State approaches to air pollution have 
probably shown the greatest variation 
of all levels of government. They re- 
flect the patterns of local government, 
existence or absence of large metropoli- 
tan regions and the nature of the prob- 
lem and needs in each state. Some pro- 
grams stress control, while others are 
mainly concerned with investigations 
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and assistance. It is to be expected that 
state air pollution programs will differ 
in accordance with the needs and prob- 
lems in each instance. In actual practice 
the differences are probably not so much 
in the basic elements but, rather, in the 
extent of the activities that are under- 
taken. For the purpose of this discus- 
sion the principal responsibilities of state 
programs have been separated into five 
categories, as follows: 


Assistance to Local Agencies 


Assistance to local agencies is included 
in all state air pollution programs. It 
usually will include advice on existing 
control programs and where control ac- 
tivities should be undertaken, fostering 
development of effective local programs, 
providing laboratory support, and rend- 
ering technical assistance on specific air 
pollution problems. This assistance will 
be of greatest benefit to the smaller local 
agencies with limited staff. 


Investigation and Surveillance 


State programs include studies of the 
nature and cause of air pollution through- 
out the state, the effects of air pollution, 
and special air pollution problems. In- 
vestigation and surveillance will require 


VOL. 51, NO. 11, A.J.P.H. 


| 

| 

| 

| 

| | 

| — | 


air measurements. In areas with severe 
air pollution problems the state may find 
it necessary to maintain a surveillance 
of the effects of air pollution and of 
populations exposed to air pollution. 
Where unusual problems exist the state 
may have to undertake or support re- 
search on air pollution and its effects. 


Standards and Guides 


An important function of state pro- 
grams is providing standards and guides 
for control activities. This is an area 
that has often received little attention. 
The state should consider the need for 
establishing standards for activities such 
as air monitoring and _ laboratory 
methods, for air quality and for control 


purposes. 


Coordination 


Since a number of agencies at all 
levels of government are concerned with 
air pollution and are active in some 
phases of the problem, coordination of 
activities is important. The state is a 
logical level of government to provide 
needed coordination for air pollution 
programs. Some of the more effective 
ways this can be accomplished include 
the evaluation and interpretation of the 
state-wide problems, establishment of 
guides and standards, arranging confer- 
ences on problems of common interest, 
and collecting and disseminating data 
and information on air pollution. 


Control 


As has already been mentioned, en- 
forcement of air pollution control is 
basically the responsibility of local 
agencies. The state will be concerned 
with control of air pollution even though 
it may not be the enforcing agency. In 
some instances, however, it may not be 
feasible to achieve effective controls at 
the local level and the state must assume 
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some responsibility in this field. The 
local agencies may not be large enough 
to support an adequate control program; 
the air pollution problem may involve a 
number of separate local jurisdictions or 
the nature of the source and the enforce- 
ment required is such that only state 
control is practicable. 


State Approach to Air Pollution 
in California 


The State Problem 


The approach to air pollution in Cali- 
fornia has been strongly influenced by 
the fact that a new kind of problem was 
experienced. As a result, California was 
required to undertake a considerable 
amount of research and investigation, It 
has also been forced to embark on new 
approaches to seek a solution to its prob- 
lem. 

Air pollution which has caused so 
much difficulty in Los Angeles and other 
California cities is not the type experi- 
enced in most other cities throughout the 
country. Rather it is produced by a 
reaction, in the presence of sunlight, be- 
tween organic compounds and oxides of 
nitrogen. The products of this reaction 
are responsible for the air pollution epi- 
sodes and include substances that cause 
eye, nose, and throat irritation to large 
numbers of people, reduce visibility, and 
damage vegetation. 

The need to solve this problem is ap- 
parent when one considers the present 
levels and extent of air pollution in Cali- 
fornia, together with the growth that is 
expected. Counties in the state in which 
community-wide air pollution has been 
experienced contain almost 80 per cent 
of California’s 15 million citizens. These 
counties, as well as most of the others, 
are growing at a rapid rate and the 
state’s population is expected to double 
within the next 25 years. It is obvious 
that areas where air pollution now exists 
will have more frequent and severe 
attacks unless effective controls are 
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undertaken. Other communities not yet 
experiencing air pollution will be faced 
with this problem as they become more 
densely populated. 

In Los Angeles, pollutants from sta- 
tionary sources are being strictly con- 
trolled by the control district in that 
county. Open dump burning and back- 
yard incinerators were eliminated. Re- 
fuse can only be burned in properly de- 
signed incinerators that meet rigid 
performance standards. As a_ result, 
most of this material is now disposed of 
in sanitary landfills. Emissions of smoke, 
dusts, fumes, and vapors from industrial 
operations were curtailed by installation 
of highly efficient control devices. Hydro- 
carbon losses from petroleum refining, 
storage, and distribution have been 
sharply reduced. Regulations have been 
adopted on the sulfur content of fuels 
that can be burned and on the olefin 
content of gasoline. Although the con- 
trol of fixed sources in Los Angeles has 
reduced the quantity of pollutants dis- 
charged to the atmosphere and prevented 
the development of more serious air 
pollution, it has not solved the problem. 

Regulations not as extensive but quite 
similar to those in Los Angeles have been 
adopted by several other counties. In 
the San Francisco Bay Area open burn- 
ing has been banned and strict and 
comprehensive regulations were recently 
enacted by the control district on emis- 
sions from combustion sources, industry, 
and incineration. 

It is clear that control of stationary 
sources of air pollutants alone will not 
solve the California problem and that 
emissions from motor vehicles must also 
be included in the attack on air pollu- 
tion. Motor vehicles emit large quanti- 
ties of hydrocarbons, oxides of nitrogen, 
and carbon monoxide. Emission data 
indicate that motor vehicles are responsi- 
ble for a high percentage of the total 
quantity of these compounds discharged 
into the atmosphere of Los Angeles. 
Hydrocarbons and oxides of nitrogen are 
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both involved in the photochemical re- 
action that takes place in the atmosphere. 
Carbon monoxide is of concern because 
of its toxic properties. 

Motor vehicles present a unique con- 
trol problem. They are present in very 
large numbers. They are a common 
source of air pollutants in the various 
regions of the state. They are sources 
which move freely across _ political 
boundaries. And they are subject to 
registration and licensing by the state. 
Because of these reasons, it was con- 
cluded that local agencies in California 
could not establish and enforce an effec- 
tive control program for this source and 
that control would have to be at the state 
level. 


Legislation 


California has enacted considerable 
legislation on air pollution since 1947. 
As a consequence, the responsibilities 
of both the state and local levels of gov- 
ernment have been clearly defined. 

The Legislature has provided that 
local air pollution control districts have 
the basic responsibility for the control 
of emissions to the atmosphere. These 
districts have been established as county- 
wide or multiple county units in the 
densely populated areas. They have 
broad powers to adopt and enforce rules 
and regulations directed at controlling 
air pollutants. They also carry out other 
related activities necessary to the control 
programs. 

The Legislature has designated the 
role of the State Department of Public 
Health to be one of fact-finding, investi- 
gation, and_ research, interpretation, 
technical standards- 
setting. It has also designated responsi- 
bility for research to the University of 
California by appropriating funds for 
this purpose. 

Recently the Legislature established a 
Motor Vehicle Pollution Control Board. 
It is located in the State Department of 


assistance, and 
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Public Health but is responsible only to 
the governor. The board has the re- 
sponsibility for the control of emissions 
from motor vehicles by approving and 
certifying control devices. The authority 
for controlling other sources of air pollu- 
tants remains that of local agencies. 


State Program 


The air pollution program at the state 
level in California includes a number of 
activities similar to those in other states 
such as air monitoring, assistance to 
local agencies, investigations, and co- 
ordination. Because of the nature of the 
problem, however, emphasis has been 
placed on several areas not normally 
stressed in other states. Rather than 
describing all the activities in California, 
only those that are somewhat different 
from most state programs will be dis- 
cussed. 

Although research in air pollution is 
considered mainly to be a responsibility 
for the federal level, California has had 
to emphasize this activity in an attempt 
to find answers to the many questions 
that exist and to learn if California’s air 
pollution affects human health. State 
financed research is carried on by both 
the University of California and_ the 
State Department of Public Health. A 
large part of the department’s air sani- 
tation budget is used to support contract 
research dealing with the effects on 
health. In addition, investigations on 
health effects, identification of pollutants, 
and other aspects of air pollution have 
been conducted by the department’s own 
staff and through funds provided by the 
state as well as contracts and grants 
from other agencies. 

Since 1954 the department has con- 
ducted some 60 studies on the health 
effects of air pollution. These studies 
have dealt with mortality and morbidity 
in populations exposed to air pollution, 
the effect of air pollution on groups of 
people considered to be the most sensi- 
tive to it, and projects to delineate the 
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more subtle and long-range effects of 
air pollution. Contract research sup- 
ported by the department has covered 
a variety of problems, including the de- 
velopment of methods for carrying out 
health studies on human subjects during 
air pollution attacks. 

The growth of air pollution in Cali- 
fornia, establishment of control districts 
in a number of counties, and recognition 
of the importance of motor vehicle emis- 
sions indicated that new approaches to 
the control problem were needed. It was 
with this background that the Legisla- 
ture, in 1959, enacted bills requiring the 
State Department of Public Health to 
establish standards on air quality and 
standards for motor vehicle exhaust 
emissions. The bill on air quality stand- 
ards required that “The standards shall 
be so developed as to reflect the relation- 
ship between the intensity and composi- 
tion of air pollution and the health, ill- 
ness. including irritation to the senses, 
and death of human beings, as well as 
damage to vegetation and interference 
with visibility.” A second bill stated 
that the director of public health was to 
determine “the maximum allowable 
standards of emissions of exhaust con- 
taminants from motor vehicles which are 
compatible with the preservation of the 
public health, including the prevention 
of irritation to the senses.” 

The purpose of the air quality stand- 
ards was to provide a basis for evaluat- 
ing air pollution levels in California and 
to establish guides for air pollution con- 
trol efforts. Motor vehicle exhaust stand- 
ards were to define the maximum emis- 
sion from this source and the degree of 
control that will be required. It is ap- 
parent that the exhaust standards must 
be related to those for air quality. The 
first step was to establish the air quality 
standards.' It was then necessary to de- 
termine the reduction in motor vehicle 
exhaust emissions required to achieve 
the air quality defined by these stand- 
ards.” 
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Table 1—Standards for Ambient Air Quality—California State Department of Public 
Health, December, 1959 


“Adverse” Level 
Level at which there 
will be sensory irrita- 
tion, damage to vegeta- 
tion, reduction in visi- 
bility or similar effects. 


“Serious” Level 
Level at which there 
will be alteration of 
bodily function or 
which is likely to lead 
to chronic disease. 


“Emergency” Level 
Level at which it is 
likely that acute sick- 
ness or death in sensi- 
tive groups of persons 
will occur. 


Oxidant 
Ozone 
Nitrogen dioxide 
Hydrocarbons 
Photochemical | 
aerosols 
Carcinogens 


Sulfur dioxide 


Sulfuric acid 


Carbon monoxide 


Lead 
Ethylene 


Particulates 


“Oxidant index” 

0.15 ppm for one 
hour by the | 
potassium io- | 
dide method | 
(eye irritation, 
plant damage, 
and visibility 
reduction ) 


Not applicable 

1 ppm for 1 hour or 
0.3 ppm for 8 hours 
(plant damage) 


Footnote 6 


Not applicable 


Not applicable 
Footnote 10 


Sufficient to reduce 
visibility to less than 
3 miles when rela- 
tive humidity is less 
than 70 per cent 


Not applicable 
Footnote 1 
Footnote 3 
Footnote 4 


Not applicable 


Footnote 5 

5 ppm for 1 hour 
(bronchoconstriction 
in human subjects) 

Footnote 6 

30 ppm for 8 hours or 
120 ppm for 1 hour 
(interference — with 
oxygen transport by 
blood) 

Footnote 9 

Not applicable 


Not applicable 


Not applicable 
Footnote 2 
Footnote 3 
Footnote 4 


Not applicable 


Not applicable 

10 ppm for 1 hour 
(severe distress in 
human subjects) 


Footnote 7 


Footnote 8 


Footnote 9 
Not applicable 


Not applicable 


1. 


Footnotes to Standards 


Ozone, at 1 ppm for eight hours daily for 
about a year, has produced bronchiolitis 
and fibrositis in rodents (Stokinger, H. E.; 
Wagner, W. D.; and Dobrogorski, O. J. 
A.M.A. Arch. Indust. H. 16:514, 1957). 
Extrapolation of these data to man is 
difficult. Functional impairment data have 
been reported by Clamann and Bancroft 
(Clamann, H. G., and Bancroft, R. W. 
Advances in Chemistry. No. 21, pp. 352- 
359, 1959); at 1.25 ppm some effect is ob- 
served on residual volume and diffusing 
capacity. The variability of the tests was 
not reported. Additional data would be 
needed before a standard is set. 
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A value of 2.0 ppm of ozone for one 
hour may produce serious interference 
with function in healthy persons, and the 
assumption is made that this might cause 
acute illness sensitive persons. 
(Clamann, H. G., op. cit.) 

Five ppm of nitrogen dioxide for eight 
hours will produce decreased pulmonary 
function in animals. High levels (150-200 
ppm) in short exposures produce fibrotic 
changes in the lungs of man that may 
end fatally. More data on human ex- 
posures will be needed prior to setting a 
standard. 

Hydrocarbons are a group of substances 
most of which, normally, are toxic only at 
concentrations in the order of several 


VOL. 51, NO. 11, A.J.P.H. 


| 


The legislative acts and the standards 
adopted by the California State Board of 
Public Health provide a new approach 
to air pollution control. Establishment 
of air quality standards as guides to con- 
trol efforts is a departure from the usual 
air pollution program. The adoption of 
limits of emissions of pollutants from 
motor vehicles is also a new step in air 
pollution control. 

Table 1 shows the air quality stand- 
ards adopted by the department. Three 
levels were established; these are defined 
under each of the levels in the table. 
The basis on which each concentration 
was selected is also included in the table. 
The three levels are not merely different 
degrees of severity but represent qualita- 
tively different effects. 

A rather limited number of com- 
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pounds were included in these first 
standards. Additional substances will be 
added as more information becomes 
available. Footnotes were included with 
the standards to cover compounds of 
importance to air pollution in California 
but on which it was felt there were in- 
sufficient data to permit standards at 
this time. 

The standards adopted for motor ve- 
hicle exhaust emissions are shown in 
Table 2. These were determined in light 
of the existing understanding on the 
photochemical reaction that takes place, 
the air quality standards, air pollution 
levels in Los Angeles and data on emis- 
sions of hydrocarbons and carbon mon- 
oxide from all sources in Los Angeles. 
As indicated in the footnote to Table 2, 
the standards require a reduction of 80 


hundred parts per million. However, a 
number of hydrocarbons can react pho- 
tochemically at very low concentrations to 
produce irritating and toxic substances. 
Because of the large number of hydro- 
carbons involved, the complexity of the 
photochemical reactions, and the reactivity 
of other compounds such as nitrogen di- 
oxide and ozone, it is not yet possible to 
establish “serious” and “emergency” levels 
for hydrocarbons. From the public health 
standpoint, the concentration of those 
hydrocarbons which react photochemically 
should be maintained at or below the level 
associated with the oxidant index de- 
fined in the “adverse” standard. 

5. Carcinogens include a few organic com- 
pounds such as some polycyclic hydro- 
carbons, and some metals such as arsenic 
and chromium. Studies on effects on such 
substances are currently under way, but 
there are not sufficient data, at present, to 
set standards. In the meantime, it is 
recommended that concentrations of car- 
cinogens in air should be kept as low as 
possible. 

6. A sulfuric acid mist level of 1 mg/M? 
with an average particle size of one micron 
will produce a respiratory response in 
man. (Amdur, M. O.; Silverman, L.; and 
Drinker, P. Arch. Indust. Hyg. & Occup. 
Med. 6:305, 1952.) It is not possible to 
generalize from this for all air pollution 
conditions, because under natural condi- 
tions particle size will vary. Only with 
large droplets would sensory irritation be 
produced without other physiological 
effects. 

7. A level of 5 mg/M® of sulfuric acid mist 
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for a few minutes produces coughing and 
irritation in normal individuals (Amdur, 
M. O.; Silverman, L.; and Drinker, P., 
op. cit.). Presumably, it could cause acute 
illness in sensitive groups of persons in a 
period of one hour. 

8. Given certain assumptions concerning 
ventilatory rates, acute sickness might re- 
sult from a carbon monoxide level of 240 
ppm for one hour in sensitive groups 
cause of inactivation of 10 per cent of the 
body’s hemoglobin. In any event it is clear 
that when a population exposure limit 
has been set for carbon monoxide, because 
of exposures from other sources, com= 
munity air pollution standards should be 
based on some fraction of this limit. 

9. It is clear that lead levels should be set 
on the basis of average values for long 
periods. While data are abundant con- 
cerning human response to eight-hours-a- 
day, five-days-a-week exposures, data are 
insufficient for the effects of the con- 
tinuous exposure inherent in community 
air pollution. While laboratory studies 
will be pursued with vigor, it becomes 
very important that local agencies collect 
data on existing lead levels. Since lead 
exposures are from multiple sources, com- 
munity air pollution standards should be 
based on a portion of the total limit for 
population exposure. 

10. Ethylene causes severe damage to vegeta- 
tion. Ornamental plants are severely in- 
jured by exposures from 0.2 to 0.5 ppm. 
Tomatoes and fruit are adversely affected 
at similar levels. Current work is expected 
to permit a standard to be set within a 
year. 


| 
| 
| 
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Table 2—Standards for Motor Vehicle Exhaust Emissions 


The standards of emissions of motor vehicle exhaust contaminants are: 


Hydrocarbons ©—275 ppm by volume as hexane. 
(0.165 mole per cent carbon atoms.) 


Carbon Monoxide—1.5 per cent by volume. 


The standards refer to a composite sample representing the driving cycle described below. 
Exhaust gas concentrations shall be adjusted to a dry exhaust volume containing 15 per cent by 


volume of carbon dioxide plus carbon monoxide. 


Hydrocarbons are defined as the organic constituents of vehicle exhausts as measured by a 
hexane-sensitized nondispersive infrared analyzer or by an equivalent method. 
Carbon monoxide shall be measured by a nondispersive infrared analyzer or by an equivalent 


method. 


Driving Cycle 


Rate of 


Speed Change 


Condition Mph/Sec 
Idle 


Cruise 
20 mph 
30 mph shin 
40 mph 
50 mph ae 


Acceleration 
0-60 mph 3.0 
0-25 mph 2.2 
15-30 mph 1.2 


Deceleration 
50-20 mph 1.2 
30-15 mph 1.4 
30- 0 mph 2.5 


Per cent of Per cent of Total 
Total Time Sample Volume 
15.0 4.2 
6.9 5.0 
5.7 6.1 
4.2 
0.7 35 
1.1 5.9 
10.6 18.5 
25.0 45.5 
10.2 2.9 
11.8 3.3 
10.3 2.9 

100.0 100.0 


Footnote 


1. It has been judged that an over-all 80 per 
cent reduction of motor vehicle exhaust 
hydrocarbon emissions is needed. The hydro- 
carbon concentration expressed in these 
standards was derived by applying this 
per cent reduction to the current estimated 
average exhaust hydrocarbon concentration. 

It has been judged that an over-all 60 per 
cent reduction of motor vehicle exhaust 
carbon monoxide emissions is needed. The 
carbon monoxide concentration expressed 


per cent in hydrocarbons and 60 per cent 
in carbon monoxide. 

Obviously the standards for air 
quality and for motor vehicle exhausts 
cannot be considered complete and in 
final form. Additional data are re- 


in these standards was derived by applying 
this per cent reduction to the current esti- 
mated average exhaust carbon monoxide 
concentration. 

In the application of the standards to the 
approval of exhaust control systems, con- 
sideration must be given to such factors as 
warm-up time, reliability, and effective life 
of control devices, and exemption of certain 
groups of vehicles from compliance. If a 
substantial number of vehicles are allowed 
to greatly exceed the standards the objec- 
tive of the standards may not be reached. 


quired to place the present air quality 
standards on the firmest possible scien- 
tific basis and to set standards on other 
compounds of importance to California. 
Information is needed on the long-term 
effects of air pollution and on the effects 


VOL. 51, NO. 11, A.J.P.H. 


of the combination of pollutants if air 
quality standards are to be more closely 
related to exposure occurring in air 
pollution. 

Motor vehicle emission standards for 
other pollutants such as oxides of nitro- 
gen and for hydrocarbon losses from the 
crankcase vent, carburetor, and fuel 
tank may also be desirable. Improved 
methods for measuring exhaust hydro- 
carbon and oxides of nitrogen, addi- 
tional data on emissions from motor 
vehicles, and a better understanding of 
photochemical air pollution are required 
to refine and improve the present motor 
vehicle standards. The lack of adequate 
data on many items of concern in both 
the standards for air quality and motor 
vehicle emissions illustrates the great 
need for more research in air pollution. 

Following adoption of the standards 
for air quality and motor vehicle exhaust 
emissions by the department, the Legis- 
lature in 1960 enacted a bill to bring 
about the control of emissions from 
motor vehicles. This bill established a 
Motor Vehicle Pollution Control Board 
which has the responsibility to approve 
and certify emission control devices for 
installation on motor vehicles. In ap- 
proving these devices, the board must 
find that they meet the motor vehicle 
emissions standards established by the 
State Department of Public Health. In 
addition, the board can adopt other 
criteria for devices, such as costs, life, 
ease of inspection, or any factors it con- 
siders important. Once two or more de- 
vices have been certified by the board, a 
time schedule for installation of devices 
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on motor vehicles goes into effect. This 
schedule varies from one year after cer- 
tification for all new motor vehicles, to 
two years for all commercial vehicles 
and three years for all motor vehicles. 
Although devices will be required on 
all new vehicles registered in California, 
the law provides that the board of super- 
visors in each county or the governing 
body of the local air pollution control 
district, where appropriate, can de- 
termine if the law should apply to used 
vehicles. This provision recognized that 
not all counties in the state have air 
pollution problems of the same severity. 


Conclusion 


The state approach to air pollution in 
California is similar to that of other 
states in a number of respects. Some- 
what different steps have been required 
to cope with California’s problem and to 
control emissions from motor vehicles. 
These activities include research, stand- 
ards for air quality and for motor vehicle 
emissions and a state program to require 
air pollution control devices on motor 
vehicles. While not all the problems 
have been solved and all the questions 
answered, an orderly procedure for deal- 
ing with the air pollution problem has 
been developed. 
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Data from experiments in artificially and naturally polluted sea water 


indicate that ultraviolet radiation effectively destroys coliform 


organisms. The unit developed for this purpose is described 


and the results obtained are analyzed. 


DISINFECTION OF SEA WATER BY 


ULTRAVIOLET RADIATION 


C. B. Kelly, F.A.P.H.A. 


HE use of ultraviolet radiation for 

the disinfection of water has been in- 
vestigated primarily for its applicability 
to fresh waters, although in recent years 
investigations with sea water have been 
conducted in Japan and in England, 
particularly in connection with water 
to be used for the purification of shell- 
fish. Studies on fresh water have been 
directed primarily toward the sterili- 
zation of drinking water and swimming 
pools, but the method has also been eval- 
uated for the disinfection of small con- 
tainers used for dispensaries and sur- 
geries and for biochemical products 
when heat treatment would have an 
adverse effect. 

Our interest in the ultraviolet treat- 
ment of sea water arose from the need 
for a continuously flowing supply, hav- 
ing a uniformly low bacterial content, 
for study of the accumulation and elimi- 
nation of enteric bacteria in oysters. 

Luckiesh and Holladay,’ present fun- 
damental data on the radiation require- 
ments for disinfection of fresh waters 
of specified physical and chemical char- 
acteristics. The factors which influence 
the quantity of radiation required were 
found to be those which affect the peng- 
tration of ultraviolet energy through the 
water. Turbidity, color, and dissolved 
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iron salts were found to be among the 
naturally occurring qualities which had 
the greatest effect on the absorption 
coefficient of the water. Gilcreas and 
De Lalla* determined the efficiency of 
a commercial device in treating Albany 
tap water from a surface supply and 
studied the interference of added color, 
turbidity, and colloidal iron compounds. 
They found that with turbidity of 85 
ppm, iron 3 ppm, color (inorganic) 
90 ppm, or with turbidity of 15 ppm, 
iron 5 ppm, and color 150 ppm, effec- 
tive destruction of coliform organisms 
was accomplished at the rated capacity 
of the equipment. 

As to the relative efficiency of ultra- 
violet light in destruction of micro- 
organisms other than those of the coli- 
form group, Chaumeau® lists the follow- 
ing comparative exposure times required 
for the destruction of some common 
microorganisms: staphylococci, 5-10 sec- 
onds; cholera, 10-15; coli, 15-20; ty- 
phoid, 10-20; dysentery, 10-20; pneu- 
mobacilli, 15-30; subtilis, 30-40; tetanus, 
20-60. Buttolph, Haynes, and Matelsky* 
give the following radiation require- 
ments, in terms of microwatts per square 
centimeter to kill 63.2 per cent in one 
minute (1 leth): Alpha streptococci and 
Staphylococcus aureus, 1.3; Beta hemo- 
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lytic streptococci and Escherichia coli, 
5.3; molds, 10; and mold spores typical, 
28. Kawabata and Harada® reported 
on the relative resistance of four groups 
of typical microorganisms in aqueous 
suspension in a unit utilizing a 15-watt 
germicidal lamp delivering an ultraviolet 
intensity of 90 microwatts per square 
centimeter. Gram-negative bacteria were 
found to be the least resistant. The time 
required to kill 99.9 per cent for gram- 
negative strains was found to be as 
follows: Proteus sp., 42 sec; Shigella 
sp., 47; Eberthella typhosa, 49; E. coli, 
60. Gram-positive organisms had the 
following requirements: Group A Strep- 
tococcus, 83 seconds; Staph. aureus, 
103; S. fecalis, 165; Bac. subtilis sawa- 
mura 240; Bac. subtilis spores 369, The 
resistance of yeasts was slightly greater, 
Saccharomyes sake requiring approxi- 
mately 217 seconds and Willia anomala 
420 seconds. 

Pilot plant studies were conducted on 
sea water by Public Health and Fisheries 
Authorities of Hiroshima® in an appa- 
ratus designed to investigate methods 
for the purification of the Pacific oyster, 
Crassostrea gigas, using three germi- 
cidal units similar in design to that 
of Kawabata and Harada,® with rather 
high rates of flow however. Water from 
a tank containing oysters was recircu- 
lated to provide a replacement of about 
one-half of the total volume of the tank 
per hour. A reduction of approximately 
90 per cent in coliform density was ac- 
complished in one passage through the 
ultraviolet unit. Pilot scale studies on 
the efficiency of ultraviolet radiation in 
the sterilization of sea water were also 
conducted by Kamimura and Suzuki’ 
at Matoya Bay, Japan, utilizing a unit 
provided with a total of six 15-watt 
germicidal lamps. Flow through the 
unit was at the rate of 12 gallons per 
minute. Approximately 90 per cent of 
the bacteria were killed by a 15-second 
exposure. 

In all of the semicommercial size units 
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designed for the purification of shell- 
fish, including one recently developed 
in England,’ there appears a similar 
principle. The ultraviolet units are of 
such capacity that by recirculation of 
the water there will be accomplished a 
destruction of bacteria concurrent with 
the use of the water for purification of 
shellfish. The water is not completely 
sterilized in the initial passage through 
the treatment system. The rate of de- 
struction, although slow, accomplishes 
purification of the sea water to a low 
and acceptable coliform level by con- 
tinuous recirculation during the 24-hour 
period of treatment, and the water pre- 
sented to the oyster some four to six 
hours prior to the completion of the 
treatment period is practically zero in 
coliform content. 

This principle is not acceptable in 
American practice. The Public Health 
Service Manual of Recommended Prac- 
tice for the Sanitary Control of the 
Shellfish Industry® stipulates that water 
used for purification of shellfish, if 
treated, should meet the Public Health 
Service Drinking Water Standards.’° 
Thus, the coliform density of the water 
must be such that not more than 10 
per cent of the 10 milliliter portions 
tested shall show the presence of organ- 
isms of the coliform group. Occasionally 
three or more of the 10 milliliter por- 
tions may be positive for coliform or- 
ganisms, provided that this density shall 
not occur in more than 5 per cent of 
the samples when 20 or more of the 
samples are examined per month. To 
meet this bacteriologic requirement, the 
ultraviolet treatment unit would need 
to be of much greater killing power than 
those used in commercial or semicom- 
mercial establishments in foreign coun- 
tries. 

During the course of laboratory ex- 
periments on shellfish conducted at Pens- 
acola, Fla., and at Purdy, Wash., we 
have had occasion to design and to 
evaluate ultraviolet treatment units of 
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a high degree of efficiency in the sterili- 
zation of sea water. The units were 
designed primarily for use in laboratory 
experiments to determine the rate of 
bacterial accumulation by shellfish. In 
these experiments, oysters in laboratory 
tanks were furnished flowing sea water 
artificially polluted by the continuous 
addition of suspensions of coliform or- 
ganisms. Samples of water and oysters 
were examined periodically for coliform 
density and from these tests the rate 
and extent of accumulation of bacteria 
by the oysters were determined. Ob- 
viously, a requirement for the proper 
operation of these studies was a constant 
load of coliform organisms in the water. 
Since the sea water proved to be ex- 
tremely variable in coliform content it 
became necessary to treat the water 
to reduce the native coliform content 
to a constant level. Reduction to zero 
density was considered to be the easiest 
and most practical. 

Preliminary experiments indicated that 
chlorination resulted in the production 
of a water not acceptable to the oysters. 
Studies at Pensacola'! demonstrated that 
the feeding activity of oysters was ad- 
versely affected by chlorination and 
dechlorination of sea water. Therefore, 
other methods of removal or destruction 
of coliform organisms were considered. 
In an effort to avoid the harmful effects 
of chemicals on the activity of the 
oysters, it was decided to evaluate ultra- 
violet radiation. After having first dem- 
onstrated that ultraviolet treatment of 
sea water did not produce the same 
objectionable effect as chlorination and 
dechlorination, the bactericidal efficiency 
of the treatment units was determined. 


Materials and Methods 


Description of Ultraviolet Treatment Units 

The ultraviolet treatment units used 
in these studies were of two different 
designs. The unit used in the studies 
at Pensacola (Figure 1) is a modifica- 
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tion of an apparatus suggested by But- 
tolph.* It consists of a bottom section, 
essentially an open trough through which 
the water passes, and a top section, a 
reflector unit housing the ultraviolet 
lamps. The trough is 36 inches long, 
8 inches wide and 6 inches high, with 
a longitudinal baffle 214 inches high 
placed along the center line of the 
trough. Intake and discharge pipes, 2 
inches in diameter, are placed on the 
long sides of the tank at diagonally op- 
posite corners. 

The lamp housing, fitting on the 
trough, is a semicylindrical arch-shaped 
reflector, lined with specular finish 
aluminum material. The unit is pro- 
vided with two 30-watt ultraviolet germi- 
cidal lamps, placed so that the lamps 
are approximately one-half the distance 
from the lower edges to the center line 
of the reflector. When the housing is 
in place on the trough, the distance 
from the center of the lamps to the 
water level is 614 inches. 

In the Pensacola studies four such 
units were connected in series. Water 
flow through the units was at the rate 
of 40 liters (10.6 gallons) per minute 
providing a theoretical detention time 
in the four units of 70 seconds. Actual 
minimum detention time as determined 
by dye tests was 45 seconds. This 
design provided an apparatus which 
could easily be dismantled for cleaning. 
Accumulated particulate matter in the 
troughs, consequent in the low velocity 
of flow, would adversely affect the effi- 
ciency of the unit if allowed to collect 
over a protracted period. Accumulated 
deposits of dust and other materials on 
the lamps and reflector surfaces would 
also interfere with the transmission of 
ultraviolet energy. Accordingly, the units 
were cleansed daily, the troughs were 
flushed with water and 
the lamps and reflector surfaces were 
wiped with a clean damp cloth. 

The unit used at Purdy (Figure 2) 
is of much greater capacity, and some- 


flowing sea 
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what different design. In two sections, 
it is made of wood covered with three 
coats of asphalt varnish. The lower 
section is a trough with sides and ends 
of 2-inch Douglas fir. A bottom of 
waterproof Douglas fir plywood, 5g inch 
thick is set in grooves in the ends and 
sides. A mastic material was applied 
to the grooves to form a watertight 
joint. The inside dimensions of the 
lower trough are 82 inches long by 314 
inches wide by 334 inches deep. Depth 
of the water in the trough is maintained 
by a weir 34 inches high, placed 6 
inches from the discharge end of the 
tank. A perforated distributing mani- 
fold made of 2-inch plastic pipe is pro- 
vided at the intake end of the tank. 
Thirteen holes, 34 inches in diameter, 
are provided in the pipe for equal 


DISINFECTION OF SEA WATER 


lateral distribution of the water. Six 
baffles are inserted in the tank. The 
baffle nearest the intake end of the 
tank is of the “under” type with a slit 
approximately 34, inches high at the 
bottom of the trough. Five “over” 
baffles are equally distributed between 
the under baffle and the discharge weir 
to induce a rolling motion as the water 
passes through the trough. 

The inside dimensions of the reflector 
unit are 7514 inches long, 3514 inches 
wide, and 334 inches deep. The inside 
surface of the top of the reflector is 
covered with alzak specular finish alu- 
minum material, The unit is provided 
with thirteen 30-watt germicidal lamps, 
each 36 inches long overall. When the 
reflector unit is in place, the distance 
from the center of the lamps to the 


Figure 1—Ultraviolet Treatment Unit Used in Pensacola Experiments 
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Figure 2—Purdy Ultraviolet Treatment Unit 


water level is 514 inches. Forced draft 
ventilation of the interior of the treat- 
ment unit is provided to maintain opti- 
mum operation temperature of the ultra- 
violet lamps. Two squirrel cage blower 
units, each with a capacity of 60 cubic 
feet of air per minute, are installed on 
the discharge end of the reflector unit. 
Air enters the unit through holes 114 
inches in diameter drilled into the in- 
take end. 

From technical data available from 
the manufacturer of the lamps, it has 
been possible to compute the quantity 
of ultraviolet energy, at 2,537 Ang- 
stroms, reaching the water surface by 
direct radiation from the lamps. These 
computations were based on that derived 
by direct radiation only. It is likely that 
the actual amount of energy available at 
the surface is 20 to 30 per cent greater. 
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We have computed that a total of 57.1 
ultraviolet watts reached the entire area 
of the water surface, making an in- 
tensity of 3,840 microwatts of ultra- 
violet energy per square centimeter. 
Preliminary experiments with the ul- 
traviolet treatment unit indicated that 
at least 150 liters (39.6 gallons) per 
minute could be treated with a high 
degree of destruction of coliform or- 
ganisms. At this rate of flow the the- 
oretical detention time in the treatment 
trough is 20 seconds, and the actual 
detention time as determined by dye 
tests is 15 seconds. The amount of ultra- 
violet energy then reaching the water 
at this rate of flow is 960 microwatts 
per square centimeter per minute. We 
realize that this is considerably in ex- 
cess of the design data furnished by 
some of the manufacturers as well as 


VOL. 51, NO. 11, A.J.P.H. 


kg 
J 
= 
rx: 
A 
| 
ge 


the intensities prevailing in other in- 
stallations. However, as previously men- 
tioned we were interested in accomplish- 
ing as near 100 per cent kill as possible, 
with an extremely high degree of con- 
fidence. 


Results 


Influence of Chlorination of Sea Water on 
Feeding Activity of Oysters 


Experiments at Pensacola’ demon- 
strated that chlorinated and dechlori- 
nated sea water had an adverse effect 
on feeding activity of the eastern oyster, 
Crassostrea virginica. Similar studies 
conducted at Purdy with the Olympia 
oyster, Ostrea lurida, demonstrated the 
same effect. Comparative activity of 
Olympia oysters furnished untreated and 
chlorinated, dechlorinated sea water is 
presented in Table 1. Chlorine dose was 
sufficient to produce a residual of 0.2 
to 0.5 ppm after five minutes contact 
and the water was dechlorinated with 
an excess of sodium thiosulfate. Ac- 
tivity was determined by the presence 
of fecal deposits. The adverse effect of 
chlorination can be seen by the distinct 
differences between per cent activity ob- 
served in the “treated” and “untreated” 
flats. 
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Similar experiments, using ultraviolet 
treated water, demonstrated that this 
method of treatment did not produce the 
same effect. The results of a series of 
four experiments are presented in Table 
2. It can be seen that there was little 
if any difference in the per cent activity 
between oysters receiving treated and 
untreated water. 


Germicidal Efficiency of UV Treatment Units 


The efficiency of the units used at Pen- 
sacola was first determined in prelimi- 
nary experiments with artificially pol- 
luted sea water. Sea water was seeded 
with sufficient cotton-filtered raw sewage 
to produce coliform loads up to MPN 
7.900 per 100 ml. The sewage was in- 
troduced continuously into the sea water 
by means of a proportionating pump. 
The polluted sea water was then allowed 
to flow through the ultraviolet treatment 
units at the rate of 40 liters per minute. 
Twenty-five sets of samples were ex- 
amined during the course of experi- 
ments conducted on three days. The 
units consistently reduced the coliform 
density of the water to less than 1.8 
organisms per 100 ml (negative in five 
10 ml volumes tested). The raw water 
coliform MPN’s ranged from 79 to 
7.900, with a median of 2,200 per 
100 ml. 


Table 1—Influence of Chlorinated and Dechlorinated Sea Water on Feeding Activity 


of Olympia Oysters 


Per cent Activity 


Treatment of Water Test Period Water Treated. Untreated 
for Test Tank Hours Temp. ° C 
Chlorination and 
dechlorination ; 
water flowing through 12 9 21 57 
ll 8 29 50 
31 8.5 30 57 
23 8 40 71 
None 
(both tanks supplied 21 8 59 60 
untreated water) 23 8.5 66 65 
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Table 2—Influence of UV Treated Sea 
Water on Feeding Activity of Olympia 
Oysters 


Per cent Activity 
Test Period Water Un- 
Hours Temp. ° C Treated treated 


23 10 91 88 
22 10 90 87 
22 9 90 88 
34 9 94 96 


The apparatus used at Purdy was also 
evaluated prior to operating the unit in 
the routine experiments. The results 
of these tests are presented in Table 3. 
Five series of tests were conducted. As 
in the experiments at Pensacola, the sea 
water was seeded with cotton-filtered 
raw sewage to produce the coliform 
densities shown. The Purdy experi- 
ments, however, were augmented to al- 
low the collection of more information 
concerning the efficiency of this method 
of sterilization. In the coliform determi- 
nations, combinations of 100, 10, and 
1 ml portions, five replicates per dilu- 
tion, were planted in lauryl sulfate broth. 
In the Pensacola experiments the largest 
portion planted was 10 ml. In addition 
to the coliform tests, plate counts at 
35° C and at 20° C were determined 
on the raw water and the treated water. 
The 35° C plate counts were conducted 
on tryptone glucose extract agar, incu- 
bated for 24 hours. The 20° C plate 
counts were conducted on MacLeod’s' 
basal medium incubated for five days. 
Water flow through the unit was main- 
tained at 60 liters per minute in two 
of the experiments and at 100 liters 
per minute in three. The experiments 
conducted with eight lamps at a flow 
of 100 liters per mitiute showed a lower 
per cent removal of plate count, although 
the destruction of coliform organisms 
appeared to be not affected by the higher 
rate of flow. In experiment 5, the 


Table 3—Bactericidal Efficiency of Purdy Ultraviolet Treatment Unit 


Per cent Reduction 


Treated Water 


Raw Water 


Plate Count 


Plate Count 
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UV radiation was increased by the addi- 
tion of five lamps and the results indi- 
cate that this added radiation produced 
exceedingly high reductions in 35° and 
20° plate counts as well as in coliform 
organisms. 

In an attempt to determine the bac- 
terial types that were resistant to the 
ultraviolet radiation, identification was 
made of the types of organisms present 
in colonies on the tryptone glucose agar 
and the MacLeod’s agar plates inocu- 
lated with ultraviolet treated water. 
Thirty such cultures were examined. 
Nineteen were found to be Pseudomanas, 
two were Achromobacteria, one Flavo- 
bacterium, one Micrococcus, and one 
Cytophaga. Although cultures from the 
untreated water were found to contain 
Bacilli and Vibrio in addition to the 
above, the latter two bacterial types 
were not isolated from the ultraviolet 
treated water. 


Results of Pilot Plant Studies 


Information on the efficiency of UV 
treatment under pilot plant conditions 
was obtained during the course of ex- 
periments on the accumulation of bac- 
teria by oysters. In the Pensacola ex- 
periments, the performance of the unit 
was tested periodically by the examina- 
tion of samples of water, as discharged 
from the treatment unit, and water and 
oysters in a tank, used as a control, 
which was fed UV treated water. A 
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experiments, conducted during a period 
of nine months, is presented in Table 4. 

Of the 176 samples of UV treated 
effluent, 98.3 per cent showed the ab- 
sence of coliform organisms from three 
100 ml portions, equivalent to MPN less 
than 0.41. Two, or 1.2 per cent, of the 
samples showed one of the three 100 ml 
portions to be positive for coliform 
organisms and one showed an MPN of 
more than 0.41 per 100 ml. Of the 257 
samples of water examined from control 
flat C, 95 per cent showed the absence 
of coliform organisms from five 10 ml 
volumes, 3.1 per cent showed coliform 
MPN’s between 2.0 and 4.5 (one or 
two 10 ml portions positive) and 1.9 
per cent showed coliform MPN’s in ex- 
cess of 7.8. Oysters in the control tank 
were also examined. More than three- 
quarters of 257 samples tested showed 
the absence of coliform organisms from 
1 gm quantities, equivalent to MPN less 
than 18, and 95 per cent showed coli- 
form densities of less than 45. 

At Purdy, comparative raw water and 
UV treated water MPN’s were deter- 
mined during the course of eight ex- 
periments on the rate of accumulation 
and elimination of bacteria by oysters 
conducted from November, 1959, to 
June, 1960. The results are shown in 
Table 5. A total of 95 samples of raw 
water were tested for coliform density. 
The coliform MPN of the raw water 
ranged from less than 1.8 to 2,400 and 


summary of the results obtained in 18 the geometric mean was 32. All but 


Table 4—Coliform MPN’s of Ultraviolet Treated Sea Water and of Water and Oysters 
from Control Flat C 


Water, UV Effluent Water, Flat C Oyster, Flat C 


MPN MPN MPN 
<0.41 0.41 >041 <18 2045 >78 <18 20-45 78-490 >490 
No.* 173 2 1 244 8 5 200 45 11 2 


%ot 98.3 1.2 0.5 95 3.1 1.9 77.5 17.5 4.3 08 


* Number of samples showing stated coliform MPN’s or less. 
+ Per cent of total samples of each type examined. 
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Table 5—Coliform MPN of UV Treatment Tank Effluent and Water in Control Oyster 


Tank 
Number of Samples Per cent Cumulative Per cent 
MPN UV UV 
per 100 Ml Treated Tank C Treated Tank C Treated Tank C 
<0.18 91 73 95.8 93.6 95.8 93.6 
0.20 4 2 4.2 2.56 100.0 96.1 
0.68 0 1 — 1.28 97.4 
23 0 1 -- 1.28 98.7 
>13 0 1 _ 1.28 100.0 
Total 
samples 95 78 


four of the 95 samples of the effluent 
from the ultraviolet treatment system 
collected simultaneously showed the ab- 
sence of coliform organisms from five 
100 ml portions, equivalent to an MPN 
of less than 0.18. Each of the four 
samples showing positive coliform re- 
sults were found to have one of five 
100 ml portions positive, equivalent to 
an MPN of 0.2 per 100 ml. 

During the same experiments, 78 
samples of water were taken from the 
control tank containing oysters and re- 
ceiving ultraviolet treated water. The 
distribution of coliform MPN’s is shown 
in Table 5. Seventy-three, or approxi- 
mately 94 per cent, showed the absence 
of coliform organisms from 100 ml vol- 
umes. Of the remaining five samples, 
two were at MPN 0.2 and one each 
at MPN 0.68, 2.3 and greater than 13. 

The turbidity of 91 raw water samples 
was determined by comparison with 
standard turbidity suspensions prepared 
as described in Standard Methods.’ 
To test the effect of turbidity on the 
efficiency of ultraviolet radiation, the 
samples were sorted into four turbidity 
ranges; i.e., zero to trace, 1 to 5, 6 to 10, 
and 11 to 20. From these plots the 
average and 90 per cent probability 
range of occurrence were derived. 

The ranges of coliforms MPN of the 
raw water and the geometric averages 
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at three turbidities are presented in 
Table 6. A progressive increase in coli- 
form MPN, parallel with the increase 
in turbidity, can be seen. The results 
obtained on the samples of treated water 
are also presented in Table 5 in terms 
of percentages of samples in each tur- 
bidity group showing coliform MPN’s 
less than 0.18, 0.2, and greater than 0.2. 

The effect of turbidity on the germi- 
cidal efficiency of the treatment unit 
can be seen only from the increase in 
percentage occurrence of MPN 0.2 with 
increases in turbidity. It should be 
noted that, although coliform organisms 
were recovered from treated water 
samples, the highest density determined 
was 0.2 per 100 ml, even in the pres- 
ence of turbidities up to 20 ppm. 


Discussion 


The use of chlorine for the steriliza- 
tion of sea water in shellfish purification 
plants is contraindicated, since it has 
been established that chlorine has an 
adverse effect on the feeding activity 
of both the Eastern oyster and the 
Olympia oyster. Further, the experi- 
ments have demonstrated that dechlori- 
nation does not remove the factor which 
influences the feeding activity. On the 
other hand, it has been demonstrated that 
ultraviolet treated water does not have 
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a similar effect and there is experimental 
evidence to demonstrate that oysters 
will purify themselves in such water. 
Turbidities of up to 20 ppm did not 
seriously interfere with efficiency of the 
Purdy ultraviolet treatment unit. Ob- 
viously, a water containing gross par- 
ticles of particulate matter should be 
clarified by settling to be acceptable 
for ultraviolet treatment. 

There are at the present time means 
for measuring the efficiency of operation 
of the ultraviolet lamps. A germicidal 
watt meter is available to measure the 
direct ultraviolet output of the lamps. 
Instruments for measuring ultraviolet 
intensity at short distances from bare 
tubes such as might be desired in 
ultraviolet treatment units are available 
and more sensitive meters can be ob- 
tained to measure the intensity at greater 
distances. All can be combined with 
suitable electronic recording devices to 
produce a continuous record of the UV 
energy applied to the water. 


Summary 


Data from the results of experiments 
on both artificially polluted sea water, 
and on sea water containing coliform 
organisms up to a density of 2,400 
occurring naturally in the water, indi- 
cate that ultraviolet radiation is an effec- 
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tive means of destruction of coliform 
organisms. The unit developed for the 
treatment of sea water in the labora- 
tory experiments on oysters at Purdy, 
Wash., is of a design and capacity suffi- 
cient to evaluate the applicability of 
ultraviolet radiation in at least small 
scale commercial installations. The unit 
accomplished more than 99.96 per cent 
reduction of coliform organisms from a 
sea water seeded with sewage and hav- 
ing an average coliform MPN of as high 
as 580 per 100 ml. Percentage reduc- 
tion in 35° and 20° plate counts were 
of the same order. 

Pilot scale studies conducted over ex- 
tended periods have demonstrated that, 
with proper maintenance, the unit will 
operate at a high degree of dependa- 
bility. With raw water ranging in coli- 
form MPN’s up to 2,400 per 100 ml, and 
turbidity up to 20 ppm, only 5 per cent 
of 91 samples of UV treated water ex- 
amined during a period of eight months 
showed the presence of coliform or- 
ganisms in 100 ml volumes tested. The 
maximum MPN of the treated water was 
0.2 per 100 ml. The maintenance re- 
quirements of these units are of the 
simple housekeeping nature. For proper 
operation the units should be flushed 
periodically and the lamps and reflec- 
tors cleaned to remove accumulated de- 


posits. 


Table 6—Effect of Turbidity on Efficiency of UV Treatment Units 


Raw Water UV Treated Water 
Turbidity Number of Coliform MPN/100 MI Per cent of Samples Showing 
Range Samples Average Range Coliform MPN 
<0.18 0.2 0.2+ 
0-trace 40 17 <1.8- 330 100.0 0.0 0 
1-5 24 17 <1.8- 240 92.0 8.0 0 
6-10 ' 18 61 7.8- 920 94.4 5.6 0 
11-20 9 160 23.0-2400 87.5 12.5 0 
0-20 
(All samples) 91 32 <1.8-2400 95.8 4.2 0 
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Based on Known Needs 
From the Health Division, Alaska De- 


partment of Health and Welfare, comes 
a new Foster Parents Manual to help 
these parents care for a sizable number 
of children brought from all over the 
state to the principal cities for the re- 
ceipt of medical care. Most interesting 
—experienced foster parents themselves, 
mothers primarily, prepared this booklet 
under the guidance of a medical social 
worker. The content is thus practical, 


being based on the known needs of those 
who will use the manual. It includes 
sections on planning before placement, 
appointments for treatment (excellently 
detailed), preparations for sending the 
child home, what information must be 
given the social worker, and wise hints 
to new foster mothers. The Health Divi- 
sion is in Juneau and may provide the 
inquirer with a sample copy of the 
manual. 
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Most home care programs are hospital-based. A program administered by 


a Visiting Nurse Association is presented in the following paper. Some 


of the problems involved are discussed and the values to the 


community are emphasized. 


THE HOME CARE PROGRAM OF THE DETROIT 
VISITING NURSE ASSOCIATION 


Sylvia Peabody, R.N. 


HERE is today considerable interest 
Tin the development of home care pro- 
grams across the country. Most pro- 
grams of this kind are based in hospitals. 
Because the Detroit Visiting Nurse As- 
sociation is one of the few public health 
nursing agencies that has experimented 
with administering such a program, I 
have been asked to describe the program 
and what it means to the agency and 
the community. 

The Home Care Demonstration of the 
Detroit Visiting Nurse Association was 
organized in July, 1955, as a coordinated 
service for long-term patients at home 
who were under the care of practicing 
physicians. The program offered physi- 
cians a total community service for their 
patients. Through referral to this pro- 
gram their patients could receive a 
variety of services given by this agency, 
as well as the services of other appro- 
priate community agencies which 
through coordinated efforts could try to 
meet the medical, nursing, social, re- 
habilitative, and economic needs of these 
patients. 

Community interest in a home care 
program was stimulated by activities of 
the National Commission on Chronic IIl- 
ness in 1955. Their concern was to 
find a way to help the ever increasing 
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numbers of chronically ill and disabled. 
The intention was to develop a hospital- 
based program, but none of the Detroit 
hospitals wanted to undertake such a 
project. The Board of the Detroit Visit- 
ing Nurse Association was disappointed 
that this idea was not going to develop. 
So with the stimulation of the McGregor 
Fund in providing $25,000 a year for a 
three-year demonstration, the Board of 
the Visiting Nurse Association agreed 
to undertake the project of developing an 
agency-based demonstration program. It 
seemed feasible since the Visiting Nurse 
Association would provide the major 
service to any home care program. 


Organization and Administration 


The board appointed a Home Care 
Steering Committee consisting of a rep- 
resentative of the McGregor Fund, con- 
sultants in public health administration, 
a hospital administrator, and members 
of the board and administrative staff of 
the Visiting Nurse Association. The 
steering committee assumed responsi- 
bility for planning the development of 
the demonstration program. 

At the same time, a community ad- 
visory committee was appointed consist- 
ing primarily of representatives of the 


agencies which give direct service and 
with whom the Visiting Nurse Associa- 
tion would be working to develop a co- 
ordinated service. Others represented 
community groups interested in the de- 
velopment of such a program. The ad- 
visory committee had a twofold purpose: 
to advise the Visiting Nurse Association 
as to community opinion on the develop- 
ment of the program, and to keep agen- 
cies and the community aware of the 
program and how to use it. 


Staff 


The director of the Visiting Nurse As- 
sociation and her assistant became the 
directors of the Home Care Demonstra- 
tion and appointed a staff of three co- 
ordinators, a physician, a nurse and a 
social worker, to coordinate the work 
within the Visiting Nurse Association 
and with community agencies. They 
were responsible for administering the 
program; approving admissions to and 
dismissals from the program; holding 
monthly conferences concerning each pa- 
tient so as to review progress, and for 
making recommendations and coordinat- 
ing the thinking and activities of the 
various workers and agencies involved. 
A secretary was assigned to the program 
to help maintain a system of records in 
a centralized office and compile statisti- 
cal reports as the program progressed. 
The rest of the staff was the regular 
Visiting Nurse Association staff. 


Criteria for Home Care 
Admission and Discharge 


All patients referred were given serv- 
ice by the Visiting Nurse Association. 
Some were selected for admission to the 
Demonstration according to the follow- 
ing criteria: the welfare of the patient 
and his family warrants care in the 
home; the home environment can be 
made suitable; medical care is available 
in the home; the patient has a long-term 


disability; the patient or family has need 
for rehabilitation; the patient’s needs 
require a complexity of coordinated 
services. 

Both admission and discharge were 
decided at a conference with the Home 
Care coordinators, the district supervisor, 
the staff nurse, Visiting Nurse Associa- 
tion consultants, and representatives of 
other agencies involved in planning care 
of the patient. The criteria for discharge 
from the Demonstration were: the pa- 
tient has recovered; the patient has 
reached the rehabilitation goal expected ; 
the family can assume the patient’s care 
with or without the help of the Visiting 
Nurse Association’s regular service; the 
patient needs institutional care; failure 
of the patient and family to carry out the 
program. 


Area and Facilities 


The area which the Demonstration 
covered was the same as that covered by 
the Detroit Visiting Nurse Association. 
It includes most of a three-county area— 
about 1,000 square miles with a popula- 
tion of about three and one-half million. 
There are eight Visiting Nurse Associa- 
tion district offices, four in Detroit, and 
four in the suburbs. The supervisor of 
each district office was responsible for 
the care the Home Care patients re- 
ceived as she is for all Visiting Nurse As- 
sociation patients. The staff nurses gave 
care to these patients, and used the con- 
sultant and specialists’ services within 
the agency. Available to her are direct 
or consultant services from nutritionists, 
physical therapists, an occupational 
therapist, and a mental health nurse con- 
sultant. As an extension of her service 
for patients who have no family able to 
give interim care there are home aides 
who stay in the home eight hours a day. 
Besides the regular monthly Home Care 
conferences, the nurse could consult the 
Home Care  coordinators—physician, 
social worker or nurse—at any time. 


VOL. 51, NO. 11, A.J.P.H. 


The Visiting Nurse Association physi- 
cal therapists give direct service to some 
patients while the nurse gives physical 
therapy to others under the direction of 
the physical therapist. The nurse has 
classes in physical therapy early in her 
orientation so that she can give this serv- 
ice to some patients with strokes, arthri- 
tis, fractured hips, and similar condi- 
tions. The therapist visits the patient 
with the nurse and helps her to adapt the 
physician’s orders for physical therapy 
to this patient. She reviews the patient’s 
progress with the nurse at intervals and 
may visit again with the nurse if neces- 
sary. 

The occupational therapist works in 
much the same way, usually visiting the 
patient with the nurse, setting up a pro- 
gram of therapy to implement the physi- 
cian’s orders. The nurse helps the pa- 
tient to continue the program until the 
occupational therapist returns to evaluate 
her progress and adapts the plan accord- 
ingly. 

The nutritionists visit patients whose 
diets are complicated and, especially, 
where there is a home aide who has to 
prepare a special diet. Every patient on 
the Home Care Demonstration had a diet 
evaluation even though not on a special 
diet. Many of these patients are not seen 
by the nutritionist. However, the nurse 
asks the family to keep a three-day 
record of food intake. This food intake 
record is analyzed by the nutritionist 
with the nurse. The recommendations 
made by the nutritionist are interpreted 
to the family on the nurse’s next visit. 
Sometimes a second food intake record 
is analyzed later on to evaluate progress 
in the patient’s understanding of his diet. 

The home aide service was new to the 
Detroit Visiting Nurse Association at 
about the time the Home Care Program 
was started in 1955. 
are mature women with a ninth-grade 
education on the average who have had 
no formal teaching for this position, but 
who are experienced in homemaking and 
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child care. Many have had some ex- 
perience in hospitals or nursing homes as 
nurses’ aides. The orientation of the 
home aide includes a series of classes in 
simple personal care to the patient, such 
as giving a bed bath, making a patient 
comfortable, crutch walking, and a class 
in good nutrition. The real training, 
however, takes place in each patient’s 
home to which the aide is assigned. She 
is taught and supervised in the home by 
the nurse. A written schedule of her 
duties is planned by the nurse with the 
patient and family. The duties may in- 
clude personal services to the patient, 
light housekeeping, meal preparation, 
and child care. Along with the patient 
the aide is taught the concept of re- 
habilitation. A housekeeper is 
customed to doing what she is asked to 
by the family. When she becomes a 
home aide she may be asked not to do 
the dishes, but to stack them beside the 
sink, pull up the stool, help the patient 
onto the stool, and encourage the patient 
to do them herself. It takes more time 
and is often not as easy as if she did it 
herself. But with the nurse’s support 
in this plan the aide learns that this is 
a therapeutic method of helping a handi- 
capped person to become more inde- 
pendent. 


Continuity of Patient Care— 
Hospital to Home 


One of the problems recognized early 
in the program was a lack of referrals 
of patients recently discharged from hos- 
pitals. Public health nurses have for 
many years fostered plans to promote 
continuity of patient care from the hos- 
pital into the home. In Detroit, public 
health nursing agencies instigated the de- 
velopment of a “Continuing Patient 
Care” form which is now used by most 
hospitals and agencies for referrals. It 
is a good form but does not guarantee 
that patients who need service at home 
will be referred. 
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Various methods of publicity were 
used in the early phase of the Home Care 
Demonstration to reach the physician 
and encourage his early referral. Talks 
to medical groups, articles in medical 
magazines, and individual physician con- 
tact brought minimal results. Hospital- 
based home care programs have a real 
advantage here in that the physician can 
easily be approached about his patients 
in the hospital to plan for home care. 
In the third year of the Demonstration 
the Home Care Steering Committee in- 
vited the administrators of four general 
hospitals in the city to discuss this prob- 
lem, and gained their cooperation in 
starting an experimental program to pro- 
mote continuity of patient care. In 
March, 1958, a public health nurse was 
assigned to one of the hospitals to be 
the liaison between the hospital and the 
Visiting Nurse Association. She was in 
the hospital three mornings a week and 
met with various hospital personnel to 
let them know about the program and 
her role. She and the home care medi- 
cal coordinator met with the medical 
staffs to introduce the program to the 
physicians on the staff. She made rounds 
in the hospital on each visit discussing 
patients with physicians, telling them of 
services available, and often getting re- 
ferrals in this way. With the physician’s 
approval she then talked with the patient 
about the program and plan for referral. 
Another method of case finding was to 
review the Kardex with the head nurse 
who could give her some idea of patients 
who might have a need for service at 
home. From these ideas she could then 
approach physicians who might not have 
recognized that their patients could bene- 
fit from the Home Care Demonstration. 
The response was good and some physi- 
cians said her presence in her navy uni- 
form reminded them of patients to dis- 
cuss with her, and this actually stimu- 
lated referrals. This plan of providing 
a visiting nurse as a liaison between hos- 
pital and home was extended to three 


other hospitals during the Demonstra- 
tion. On the basis of this experiment 
the McGregor Fund extended their grant 
for a fourth year, making a total of 
$100,000 which they gave for the Dem- 
onstration. 

There were problems in this plan, but 
it was a learning experience which has 
served as well in the present phase of the 
program. One problem was that while 
the visiting nurse was welcomed in each 
hospital, she had no authority and no 
one within the hospital had any real re- 
sponsibility for helping her. She was 
there three mornings a week, but pa- 
tients were discharged at other times and 
often planned referrals were not made. 
Some head nurses did take responsibility 
for seeing that it was carried through, 
others did not. Some took initiative in 
asking to discuss cases with the visiting 
nurse or discussed the possible need for 
referral with the physician, others did 
not. There were changes in personnel 
that made it difficult at times to know 
that a plan for referral would be carried 
out. As the program was introduced 
to new hospitals a commitment was re- 
quired of the hospital to assign a nurse 
to the program. It was hoped that after 
several months of working with the visit- 
ing nurse the hospital nurse would as- 
sume the role of liaison and the visiting 
nurse could be withdrawn. In all the 
hospitals where the visiting nurse has 
been withdrawn the level of referrals 
has dropped to about the average for 
that hospital before the program. 

One other problem in working through 
the hospital was that patients who could 
have been discharged earlier sometimes 
refused when they learned there was a 
fee for Home Care services. They some- 
times chose to stay in the hospital longer 
since their hospital insurance paid for 
everything while they were there. Some 
employee groups in Michigan are cov- 
ered for 365 days of hospital care. Under 
these circumstances it is hard to per- 
suade patients they would be better off at 
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home. However, in Detroit many of the 
hospitals are crowded, with waiting lists, 
so that there is pressure by the hospitals 
on physicians to discharge patients as 
soon as acute care is over. Physicians 
themselves recognized the value of mak- 
ing beds available by discharging pa- 
tients to Home Care for the convalescent 
or rehabilitative period and even for 
terminal care. Many patients also were 
pleased that services could be given at 
home. Sometimes family problems 
caused by a mother’s hospitalization 
could be relieved by having her in the 
home as early as possible after the acute 
phase of illness. Even if she were physi- 
cally unable to care for herself and the 
home and children, she could give direc- 
tion to the children, plan the meals, and 
manage the household although a family 
member or home aide might have to do 
the physical work. 


Results and Costs 


In December, 1959, the Home Care 
Demonstration ended. During the four 
years, 440 patients were admitted to the 
program. They were all long-term pa- 
tients who required a multiplicity of 
services and were under the care of 
private physicians. Sixty-five per cent 
of these patients were in the age group 
25-65. The average stay on Home Care 
was 167 days. They had an average of 
11.3 professional visits per patient. 
Seventy per cent of the patients were 
found to be markedly improved at the 
time of their discharge from the pro- 
gram. When admitted only 4 per cent 
had complete mobility—were able to 
get about unassisted. At the time of dis- 
charge 35 per cent had reached this goal. 

Analyzing the cost of such a program 
is difficult because the cost of services 
given by other agencies could not be ob- 
tained. Forty-four per cent of the pa- 
tients had service from agencies other 
than the Visiting Nurse Association. The 
average cost of Visiting Nurse Associa- 
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tion services for each patient per day 
was $4.34. This includes professional 
visits, home aide service, and the admin- 
istrative costs. The McGregor Fund 
Grant covered only the administrative 
costs. Fees from patients and from other 
agencies paid for about 30 per cent of 
the direct service, and the United Com- 
munity Services budget paid for the 
remaining 70 per cent. 


Blue Cross Pilot Study 


Throughout the Demonstration period 
one of the objectives was to interest 
prepaid hospital insurance plans in in- 
cluding a home care benefit for sub- 
scribers. There was some interest shown 
and a representative of Blue Cross was 
on the Advisory Committee. But as the 
Demonstration was nearing its end no 
action had yet been taken. The Visiting 
Nurse Association Board recommended 
to the United Community Services that 
this should become an ongoing Home 
Care Program and requested United 
Community Services funds to cover the 
administrative costs with the hope that 
Blue Cross would eventually come to a 
favorable decision. United Community 
Services approved the request and 
granted funds for the administrative 
costs for 1960. Thus the Demonstration 
ended and the Home Care Program con- 
tinued in 1960. 

In November, 1959, Blue Cross un- 
expectedly indicated an interest in de- 
veloping a pilot study to include home 
care services as a benefit for subscribers. 
Its purpose, as stated by Blue Cross, is 
“to explore, on a controlled study basis, 
the advantages to patients and the effects 
on lengths of hospital stay which would 
result from the availability of organized 
Home Care benefits provided to selected 
cases.” On February 1, 1960, the pilot 
program was started, providing home 
care services to Blue Cross patients dis- 
charged from four general hospitals and 
to employees of a small industry who 


at 
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might be hospitalized in any hospital. 
Blue Cross pays for all Visiting Nurse 
Association professional visits and one- 
half the cost of home aide services. The 
family pays the other half of the home 
aide cost. Additional benefits provided 
are medical supplies, drugs, x-rays and 
laboratory services, which are obtained 
through one of the four hospitals. Blue 
Cross patients are eligible if referred by 
their physicians and if they are dis- 
charged from the hospital earlier than 
they would be if Home Care services 
were not available. The physician indi- 
cates on the referral form how many 
hospital days are being saved by referral 
to the program. 

A visiting nurse goes to each hospital 
three mornings a week to be the liaison 
between the hospital and Home Care 
Program. Each hospital has assigned a 
nurse to work with the program in co- 
operation with the visiting nurse. The 
hospitals are very interested in the pilot 
program and take responsibility for its 
development. Physicians show much 
more interest since it is not an additional 
expense for their patients. Physicians’ 
visits to the home are not paid for, how- 
ever, and this may sometimes be a deter- 
rent in discharging patients early. Pa- 
tients are responding well to the oppor- 
tunity to go home early and receive 
services in their homes at little or no 
expense. 

When a patient is admitted to the pro- 
gram, Blue Cross authorizes 60 days 
of service and he is given a Home Care 
identification card which he uses to 
obtain his drugs, medical supplies, labo- 
ratory work, and x-rays through the 
hospital. At the end of the 60 days if 
the physician feels the patient needs 
further service, a renewal request is sub- 
mitted to Blue Cross and, if approved, 
he will be authorized for an additional 
30 days. Further renewals may be ob- 
tained in the same way. About 25 per 
cent of the cases have been renewed 
beyond the first 60 days. About half 


of these cases were renewed more than 
once, one having been authorized for 
180 days in all. 

By the end of September, 1960, 327 
patients had been admitted to the Blue 
Cross Home Care Pilot Program, 240 of 
of whom were already dismissed. The 
average length of stay in the Blue Cross 
study is 47.3 days, and an average of 
17 visits is made to each patient. This 
is very different from the 167 days on 
the Demonstration with 41.3 home visits. 

The patients cared for on the Blue 
Cross Pilot Program differ from those 
on the original Demonstration in that 
there are more with short-term service 
needs but many are in more acute stages 
of illness because of early discharge from 
the hospital. They may need daily visits 
for a few weeks but may need no service 
after a month or six weeks. Patients on 
the Demonstration were more likely to 
need long-term rehabilitative services for 
from four to six months or longer. Only 
4 per cent of the Blue Cross patients have 
had services from other agencies as com- 
pared with 44 per cent on the Demon- 
stration. There are two reasons for these 
differences. First, the Blue Cross study 
has not functioned long enough to make 
comparisons valid. Second, the Demon- 
stration patients were selected according 
to rather restrictive criteria. They were 
selected because they were long-term 
multiservice patients. In contrast to that, 
all Blue Cross patients referred are 
included in the pilot study so that this 
group of patients is much more like the 
general case load of the Visiting Nurse 
Association. 

An evaluation of this pilot project is 
now being made by Blue Cross. As each 
case is closed, a professional interviewer 
visits the patient to get his opinion of the 
program through a questionnaire. This 
is under the direction of the Market- 
Opinion Research Company of Detroit. 
In addition, the patient’s physician is 
sent a questionnaire in which he records 
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his opinion of the program. So far the 
results of both questionnaires are re- 
ported to be very favorable. 

Some time this fall (1960), Blue Cross 
plans to send a team of statistical experts 
to the Home Care office to review the 
records of the patients and to evaluate 
the program further. The hope and ex- 
pectation of the Visiting Nurse Asso- 
ciation is that as a result of this pilot 
study, Blue Cross will include a home 
care benefit for all policyholders. 


Values to the Agency and Community 


The values to the Visiting Nurse Asso- 
ciation and to the community of the 
development of the Home Care Demon- 
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stration and the Blue Cross Pilot Pro- 
gram are many. Some of them are: 


1. Realization of the objective of interesting 
Blue Cross in including home care benefits for 
subscribers. 

2. Development of the conference method of 
evaluating service to patients and setting up 
goals for service. 

3. Efficiency of staff nurse increased by par- 
ticipation in the program. 

4. Improved record system developed for the 
demonstration and used now for all patients. 

5. Increased and more efficient use of other 
community agencies. 

6. Increased referrals by physicians. 

7. Continuity of patient care—hospital to 
home realized through the use of a visiting 
nurse as liaison. 

8. Coordinated service to patients. 

9. Release of hospital beds by earlier dis- 
charge from the hospital. 


Miss Peabody is nurse coordinator, Home Care Program, Detroit Visiting 


Nurse Association, Detroit, Mich. 


This paper was presented before a Joint Session of the Food and Nutrition, 
Medical Care, and Public Health Nursing Sections of the American Public 
Health Association at the Eighty-Eighth Annual Meeting in San Francisco, 


Calif., November 2, 1960. 


High But Lower 


In the twelvemonth ending June 30, 
1960, illness and injury caused civilian 
Americans not confined to long-term in- 
stitutions to stay home from work, stay 
in bed, or otherwise cut down their 
usual activities for an average of 16 
days per person, including six days of 
bed disability. The figures are well 
under those for the year ending June 


NOVEMBER, 1961 


30, 1958, in which the Asian influenza 
epidemic occurred. These estimates 
along with pertinent breakdowns of data 
are found in Health Statistics from the 
U. S. National Health Survey. Series 
B-No. 29. Disability Days: July 1959- 
June 1960. 50 pp. Available from the 
Government Printing Office, Washing- 
ton 25, D. C.; 40 cents. 
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Optometrists see large numbers of people, some of whom require referral 


to other health personnel. This study reports on the referrals made by 


optometrists to ophthalmologists, general physicians and others, 


and suggests means for making more effective use of 


optometrists referrals in health care. 


OPTOMETRY'S ROLE IN HEALTH MAINTENANCE— 


A STUDY OF REFERRALS 


Galen F. Kintner, O.D. 


Optometric Referrals 


Mo patients seeking the services of 
an optometrist have, or presume to 
have, symptoms of disorders connected 
with the eyes or their use. The optome- 
trist, in taking a careful case history, 
observing the patient, making various 
tests and in evaluating his findings, must 
decide if solution of the patient's prob- 
lem lies within his circumscribed field. 
This is a differentiating activity requir- 
ing skill and understanding since many 
symptoms of visual disorder are similar 
to those manifest by a patient with gen- 
eral disease, dental or eye health prob- 
lems. If other than optometric services 
are required, the optometrist refers his 
patient to other health professions or 
agencies for further attention. Thus the 
optometrist in his routine practice regu- 
larly originates referrals to other pro- 
fessions as part of his responsibility to 
his patients. This report is concerned 
with various aspects of these referrals. 

The visual system is a generous win- 
dow to a number of the patient’s health 
problems. While the optometrist’s area 
of service includes refraction and co- 
ordination problems (with lenses, or- 
thoptics, subnormal visual aids, and the 
like), his field of investigation includes 


much more in determining the state of 
health of the patient and his visual sys- 
tem. Case histories are revealing; the 
reflexes of the eyes and adnexa are 
rich sources of neurological informa- 
tion; the appearance of blood vessels, 
tissue structure, and pigmentation are 
prime indicators of both general dis- 
ease and localized diseases of the eye. 
The normal physiology and anatomy of 
the eyes is so well understood that any 
deviation from it is readily recognized 
by the observant optometrist. 

As the optometrist originates many 
referrals his activities often partake of 
the nature of the general practitioner,’ 
rather than that of a specialist. Even 
though the public is becoming more 
sophisticated in its self-diagnosis? and 
hence its cheice of health specialists, 
the fact is that a great number of people 
with vague symptoms come first to the 
optometrist. In serving these patients 
the optometrist frequently consults with 
the general practitioner to insure cor- 
rect referral. Conditions requiring medi- 
cal or surgical treatment of the eyes are 
generally referred directly to an ophthal- 
mologist. Close cooperation between the 
optometrist and the consultant contrib- 
utes to more efficient use of commu- 
nity health resources. 
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Form of Referrals 


Referrals* of patients by optometrists 
take many forms depending upon the 
factors that the patient’s problem and 
degree of urgency may present. On 
the one hand it may be such an acute 
situation that he actually accompanies 
the patient to the physician conferring 
with him on the signs and symptoms 
that actuated the referral. At the other 
end of the scale, the optometrist may 
decide that the patient need only be 
given the recommendation that he see 
his physician or dentist at his early 
convenience. Between these two ex- 
tremes are all gradations, with all types 
of communication between the optome- 
trist and the other members of the 
health care professions to whom he 
sends his patient. 

In general, referrals can be divided 
into two groups: the desirable-but-elec- 
tive, and the more formal or specific 
referral. The former presents the larger 
portion of the direction of optometrists 
to their patients to seek the service of 
others. These referrals are for condi- 
tions of less than an acute nature. Den- 
tal caries, periodic health examinations, 
obesity, general hygiene, and such sub- 
jects of health management are examples 
of the matters that an optometrist typi- 
cally calls to the patient’s attention. 
Rare indeed is the older patient that 
does not need some encouragement for 
better health management. 

The present study is concerned with 
the more formal or specific type of re- 
ferral, characterized by the fact that the 
optometrist not only undertakes to moti- 
vate the patient to seek the services of 
others but also initiates the communi- 
cations with the essential third party 
to whom the patient is referred. In 
this type of referral the optometrist 
not only determines that the patient 
needs the services of others but that 
these services are required at an early 
date and with more certainty than the 
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product of casual conversation or direc- 
tion. These referrals are generally made 
to a specific practitioner or office— 
always consulting the patient on his 
choice. Communication is between prin- 
cipals and typically generates more re- 
turn discussion between them in the 
patient’s interest. 

To date, no information with an au- 
thoritative background was available on 
this subject of optometric referrals. In 
the development of their activities, sev- 
eral committees of the American Op- 
tometric Association felt that such a 
study would be desirable for several 
reasons: to provide information essen- 
tial to proper development of the pro- 
fession in a changing world; to provide 
information for the optimum develop- 
ment of interprofessional relations; and 
to develop information which could be 
used to improve the educational prepa- 
ration of optometrists. 


The Questionnaire 


In order to provide a source of ma- 
terial for the current study on optome- 
tric referrals, a questionnaire was de- 
signed. It was mailed to a random 
sampling of 1,350 optometrists who were 
asked to return one copy each month 
for six consecutive months. Of the 306 
who responded by returning the first 
month’s questionnaire, 133 completed the 
entire series. A total of 1,360 monthly 
questionnaires were returned. 

The questionnaire asked for infor- 
mation on the optometrist’s age and 
length of practice, the population of his 
city, and the number of patient visits 
for that month. It asked about the 
number of eye physicians in the locality 
and the number of miles to the nearest 
eye physician. The age and sex of each 
patient referred that month and the 
number of years the patient had been 
served were included. Referrals were 
categorized to ophthalmologists, general 
practitioners of medicine, dentists, other 


Table 1—Geographical Distribution of Replies to Questionnaire 


Percentage 
Number of Number of of Referrals 
Monthly Patient Number of to Patient 
State Replies Visits* Referrals Visits 
California 
Rural 41 6,826 166 2.43 
Urban 151 26,164 722 2.76 
Florida 
Rural 54 8,155 304 3.73 
Urban 97 21,346 347 1.62 
Illinois 
Rural 95 17,901 357 1.99 
Urban 55 9,758 291 2.98 
Massachusetts 
Rural 38 6,137 102 1.66 
Urban 76 10,404 222 2.13 
Michigan 
Rural 64 9,394 179 1.90 
Urban 88 20,156 320 1.59 
Pennsylvania 
Rural 93 11,688 322 2.75 
Urban 93 16,800 236 1.40 
Texas 
Rural 25 3,972 57 1.44 
Urban 94 14,292 194 1.35 
Other states 
Rural 103 16,184 403 2.49 
Urban 193 36,135 924 2.56 
Total of all states 
Rural 513 80,257 1,890 2.35 
Urban 847 155,055 3,256 2.10 
Grand total 1,360 235,312 5,146 2.19 


* The term “patient visit’ means visits to the optometrist for any reason. It is estimated that the 
refracted patient uses 24% visits in connection with one refraction. 


optometrists, and other health personnel, 
and their record of formal acknowledg- 
ment of the patient’s appearance was 
listed. 


Distribution of Referrals 
Responses to the questionnaire were 


well distributed geographically with a 
fair division between urban and rural 
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areas as shown by Table 1. There was 
no essential difference between the data 
from rural and urban areas. In four 
states the urban optometrists referred 
more patients and in four others the 
rural referrals were greater. 

As near as can be determined, there 
are 18,500 optometrists in active prac- 
tice in this country at the present time. 
If these data are projected on the basis 


VOL. 51, NO. 11, A.J.P.H. 


OPTOMETRY'S ROLE IN HEALTH MAINTENANCE 


of the total number of optometrists in 
active practice, it can be estimated that 
in the United States optometrists re- 
ceived 37,368,000 patient visits annually. 
Of these, 818,360 patients are formally 
referred to others for some type of health 
service. 

Of all formal referrals, 86.55 per cent 
were made to some branch of medicine. 
As would be expected, the larger share 
of referrals was made to ophthalmolo- 
gists; 53.7 per cent being made to them 
and 32.8 per cent to general practi- 
tioners. Referrals to the general prac- 
titioner would be greater if full data 
on the desirable-but-elective type of re- 
ferral were available. According to the 
study, 3.3 per cent of the formal re- 
ferrals were made to dentists. Of the 
balance, 5.1 per cent were made to 
other optometrists and 5 per cent to 
other miscellaneous health care _per- 
sonnel, 

If this same distribution holds for 
the entire optometric profession, it would 
be projected to the following annual 
total of referrals: 


the data in Tables 2 and 3 were com- 
piled. These tables show a higher rate 
of referrals by older optometrists, though 
the returns from those over age 65 were 
too few to be fully significant. The 
higher percentage of referrals by the 
older optometrist reflects the higher aver- 
age age of his patients which keeps pace 
with his own increased years.4 The 
incidence of health problems increases 
with the age of the patient. This pat- 
tern holds true when referrals are 
grouped in accordance with the number 
of years the optometrist has been in 
practice. The rate of referrals increases 
with the number of years, with a signifi- 
cant jump when the optometrist arrives 
at the 51-65 age level or has been in 
practice from 16 to 30 years. Referrals 
to his colleagues also increase from less 
than 1 per cent on the under-50 group 
to 5.5 per cent in the over-50 group. 


Referrals by Sex 


There were 2,543 females and 2,076 
males referred by optometrists in this 
study. This represents 81.6 males to 


Ophthalmology 439,460 patients 100 females, and follows closely the 
General practice 271,622,” study made of optometric practices in 
Dentistry a California, in 1956.5 It demonstrates 
Optometrists 41,736 

40918 ” that the optometrist sees 80.8 males to 


Referrals by Age of Optometrist 


In order to determine if there were 
any significant difference in referrals 
among older and younger optometrists, 
or in the number of years in practice, 


100 females in his regular practice. 


Acknowledgment of Referrals 


The best interests of the public are 
served when there is full and free com- 
munication between the optometrist and 


Table 2—Referrals Related to Age of Optometrist 


Percentage of Total Patient Visits Referred to 


Age of Ophthal- Other 

Optometrist mologist G.P. Dentist Optometrist Others _ All Referred 
Under 30 1.36 1.74 0.04 0.14 0.11 3.40 
30-40 1.18 0.86 0.09 0.01 0.13 2.31 
41-50 1.06 0.68 0.08 0.20 0.12 2.14 
51-65 2.40 0.51 0.04 0.08 0.09 3.16 
Over 65 2.84 0.25 0.03 0.06 0.03 6.42 
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Table 3—Referrals Related to Number of Years in Practice 


Percentage of Total Patient Visits Referred to 


Years in Ophthal- Other 

Practice mologist G.P. Dentist Optometrist Others All Referred 
Under 5 1.23 1.29 0.08 0.07 0.16 2.83 
6-15 1.12 0.83 0.10 0.06 0.10 2.20 
16-30 2.09 0.81 0.11 0.31 0.15 3.46 

Over 30 2.21 0.66 0.07 0.15 3.25 


the professional to whom the patient is 
referred. The findings of the optome- 
trist contribute to the understanding and 
remedial care of patients whom he 
refers. The knowledge communicated* 
to the optometrist adds to the latter's 
learning and skills. It also helps him 
to plan the subsequent visual care of 
the patient who was referred. 

Of the 2,772 referrals that were di- 
rected to ophthalmologists in this study, 
71.3 per cent were acknowledged, either 
in conversation or by written commu- 
nication. Of the 1,683 referrals to phy- 
sicians in general practice, 45.5 per 
cent were acknowledged. The difference 
is significant and may be explained by 
several factors. The greater area of 
mutual interest increases the frequency 
of communications between optometrists 
and ophthalmologists. The fact that the 
number of ophthalmologists is smaller 
than that of general practitioners means 
more referrals to individual eye physi- 
cians by optometrists. This, in turn, 
builds a greater rapport between the 
two. Also, by the very nature of their 
practice, most specialists are more adept 
at maintaining communications with 
those who refer to them.® 


Future Study 


This study of formal referrals, from 
optometrists to other health professions, 
points to other avenues for enquiry and 
study. It would be desirable to make 
a broader study, covering a more repre- 
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sentative group of optometrists, and giv- 
ing more attention to desirable-but-elec- 
tive type of referral. It should include 
a search for information on_ better 
screening methods and procedures for 
determination by optometrists of any 
deviation from normal function. A 
study could be made of communications 
between optometrists and other profes- 
sional people. This could point out the 
relationship of frequency of referrals 
to their acknowledgment. It might be 
directed to searching for better technics 
for communication between professional 
people. It would be desirable to know 
what constitutes a “patient visit” at an 
optometrist’s office, and what relation- 
ship exists as to frequency among vari- 
ous kinds of visits. 


Conclusions 


1. Optometrists see a large volume of 
patients, many of whom exhibit signs 
and register symptoms of disease and 
malfunction that fall outside the scope 
of their service. If the present sampling 
is projected to the 18,500 optometrists 
in active service, it represents 37,368,000 
patient visits per year. 

2. Projecting the 2.19 per cent re- 
ferrals to patient visits in this study 
shows that optometrists refer 818,360 
people to others for health services. 

3. The greater share (53.7 per cent) 
of optometric referrals is made to oph- 
thalmologists according to this study. 
This represents 439,460 patients. 
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Dr. Kintner is an optometrist, and a member of the District Board of Health, 
Lynden, Wash. 

This paper was presented before the Medical Care Section of the American 
Public: Health Association at the Eighty-Eighth Annual Meeting in San 
Francisco, Calif., November 2, 1960. 


Diabetes Detection: A New Film and Pamphlet 


The first movie to be made by the Public Affairs Committee, a nonprofit edu- 
cational organization that has been publishing popular pamphlets for the past 25 
years, is “Diabetics Unknown.” The PAC undertook the project as a result of a 
survey of state health departments which indicated a great need for a diabetes detec- 
tion film for the lay public, an estimated million and a half of whom are undiagnosed 
diabetics. The film and a pamphlet that accompanies it were produced with the 
co-sponsorship of the Conference of State and Territorial Directors of Public Health 
Education. 

This heartwinning documentary opens with the man-on-the-street interview 
technic applied to several willing talkers, many of whom are diabetics. As the 
film proceeds the narrator, Dr. Francis D, W. Lukens, gives medical and background 
information while patients described how they discovered they had diabetes, what 
they are doing about it, how it affects their lives. 

The film runs 2214 minutes and is followed by 614 minutes of filmed panel 
discussion. The total of 29 minutes is a suitable length for educational television 
showings. 

The panel discussion is led by Joan Wolle, M.P.H., director of health education, 
Maryland State Department of Health. The participants are Dr. Lukens, Dr. Arthur 
Krosnick who heads the New Jersey State Department of Health’s diabetes control 
program, and Dr. Kare Gundersen, a diabetes researcher in Boston. 

The film is in black and white, prints sell for $75, and rental prints are available 
at $7.50 per showing. Further details from Public Affairs Film Library, 267 West 
25th Street, New York 1, N. Y. 
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How and why do people learn or why don’t they learn? These questions 
and related matters are discussed in this paper. By cutting through 

the jargon with which discussions of learning are cluttered 

up, the author has performed a very useful service. 


THE LEARNING PROCESS 


Robert J. Havighurst, Ph.D. 


\" LOOKING at the learning process we 
come face to face with the problem 
and the process of human perfectibility. 
Human beings improve themselves by 
learning. If and when they lose the 
capacity to learn they lose the power 
of improvement. 

The learning process in adult man 
has been studied as though it was the 
same as that of an eight-year-old child; 
and it has also been studied as though 
it was a function of a decaying brain 
which was never as good in adult life 
as it is at age 18. 

These ways of looking at the learning 
process have taught us something, and 
we certainly know a great deal more 
about it than we did at the beginning 
of the 20th century, when modern psy- 
chology was getting started. However, 
we also know that the learning process 
is an extremely complicated affair, in 
man and in beast, in the young and in 
the old. 

Today, no one tries to deal with the 
whole learning process as it is found in 
life. For this paper we shall restrict 
ourselves to some comments and ques- 
tions about the learning process in hu- 
man adults. 

Learning is an experience that results 
in changed behavior. 


The Laws of Learning 


The early studies of learning, especi- 
ally with students and with animals 
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other than man, led to two broad laws 
of learning. 

The “Law of Use” or of repetition 
said that learning takes place when one 
repeats the behavior to be learned over 
and over again. Thus a child learns 
to spell, or to multiply, or to play the 
piano by practicing over and over again 
until he is “letter perfect.” 

The “Law of Effect” said that learn- 
ing takes place most rapidly and per- 
manently when there is a reward of 
some kind associated with the behavior 
to be learned. Thus the learned be- 
havior is re-enforced, and other possible 
kinds of behavior in the situation are 
dropped out of a person’s repertory. 
A child will learn to read or to multiply 
more rapidly if he is rewarded for suc- 
cess. His reward may consist of some- 
thing tangible, like candy or money, 
or something intangible but no less re- 
warding, such as the approval of his 
parents or his teacher or his age-mates. 

A part of the Law of Effect has to 
do with punishment, or negative reward. 
A person may learn a new kind of be- 
havior in order to avoid punishment. 
Thus a child who has been burnt by a 
hot radiator learns in only one experi- 
ence to stay away from the part of the 
room where the radiator is. 

Since the early days of the study of 
learning both of these basic laws have 
been explored and qualified in many 
ways. More interest has been shown 
by psychologists and by teachers in 
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the ramifications of the Law of Effect. 
It became evident that efficiency of 
learning could be multiplied a hundred 
or even a thousand times by skillful use 
of rewards or appeals to the self-reward- 
ing machinery of a person—that is, 
his motives. 

Many things can be learned in only 
one experience, provided the experience 
has enough reward or punishment con- 
nected with it. Other things can hardly 
be learned after a thousand attempts. 

The man who is overweight but does 
not learn to diet may do so very quickly 
after he suffers a heart attack, which 
is a punishment. The confirmed ciga- 
rette smoker may try to break the 
habit a hundred times with no success, 
and then something may happen to 
frighten him and he may learn to do 
without cigarettes on the 101st attempt. 


The Levels of Learning 


Let us distinguish three levels of learn- 
ing: 

A. The change in behavior that is 
learned is limited to the verbal level. 
For example, one may learn a set of 
nonsense syllables, or the Russian alpha- 
bet, or the names of the countries mak- 
ing up the United Nations. 

B. The behavioral change takes place 
at the level of will or of appreciation. 
At the level of will one may learn to 
favor the abolition of H-bomb testing 
or to disfavor the fluoridation of drink- 
ing water. At the similar level of ap- 
preciation or enjoyment one may learn 
to enjoy calypso music or to dislike ab- 
stract art. 

C. The behavioral change takes place 
at the level of physically effective action. 
A person learns to swim or to kick a 
football; or to speak Spanish; or to go 
to a doctor periodically for a medical 
examination; or to invest money in real 
estate; or to sit in a tavern every after- 
noon and talk and drink with his friends. 

The goal of learning is seldom at the 
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A or verbal level for adults or for chil- 
dren after they have learned the ele- 
mental memory facts. In fact, the verbal 
kind of learning may stand in the way 
of learning at one of the other levels. 
For instance, a teacher may wish to 
teach high school students to look objec- 
tively at the facts about the influence 
of tobacco upon health and then to act 
upon what they have learned; but the 
students may learn to give a parrot-like 
response about the evils of tobacco and 
simply repeat this response, thus stay- 
ing away from the levels of attitude 
and physical action. They may have 
learned that the “correct” verbal formula 
is enough to pass the course and there- 
fore be satisfied with that form of 
learning. 

All education of adults is aimed at 
changing behavior at the level of will 
or appreciation, or at the level of physi- 
cal action. There seem to be certain 
characteristics of a learning process that 
change behavior at one or the other of 
these levels. These are that: 

l. The learner (a) wants to change his be- 
havior; and (b) understands that the learn- 
ing situation will help him change his be- 
havior. 

2. The learning process (a) rewards the 
learner for each step toward success in learn- 
ing; (b) is clearly related in the learner’s 
mind at every step to the final goal. 


This is more than is necessary, but 
the most effective learning seems to 
take place under these circumstances. 
The single most effective element is 
probably the one concerned with close- 
ness of reward to the steps to be learned. 
Thus a pigeon can be taught to perform 
rather complicated tasks in choosing be- 
tween openings where food may be hid- 
den if it is rewarded by a piece of food 
for every step toward the final solution; 
and none of the other three conditions 
just stated is present for the pigeon. 

This principle of immediate reward 
for very small steps toward the correct 
response is used in some of the teaching 


or learning machines that have come 
into use recently. This has two advan- 
tages. It rewards the learner for mak- 
ing progress and it also tells him that he 
is making progress. 


Some Examples 


Some examples of adults learning will 
help to throw light on the learning 
process. 

A 55-year-old widow takes a Great Books 
Course. What is the change of behavior which 
she wants? Perhaps she wants to escape from 
the lonely evenings she has been spending 
since the death of her husband. She wants 
to make new friends and find new interests in 
life. She understands that the Great Books 
Course will put her in touch with people and 
give her a chance to make friends. She 
remembers that she enjoyed studying as a 
college student and consequently she is pretty 
sure that the course itself will be pleasant, 
and much more so if through it she can find 
a new set of friends and a new way of spend- 
ing some of her evenings. Thus the conditions 
for learning that should exist in the learner 
are met. 


As for the learning process—the actual 
conduct of the Great Books Course and 
her experience in it—things may be as 
follows. She reads the books and en- 
joys them; takes enjoyable part in the 
discussion; makes several friends in 
the group. These are all rewards and 
they tend to keep her in the learning 
situation. She sees that things are 
going the way she had hoped. If, on 
the contrary, the class leader lectures 
all the time, allowing very little time 
for discussion, and if the discussion time 
is monopolized by a couple of vociferous 
class members, and if the other members 
of the class are all of a different age 
than she, then the rewards will be 
sparse, and she may drop the course. 

A 60-year-old professional man takes a 
course in citriculture at a school of agricul- 
ture. He wants to learn to cultivate an orange 
grove which he intends to buy as a place to 
live and work after he retires. He knows he 
has the money to buy the orange grove. He 
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knows that others are making a modest living 
in this way. Thus the conditions are favorable 
to his learning effectively. 


In this case the learning process may 
go on without very strong immediate 
rewards. All the man needs is some 
encouragement from his instructors, in 
the form of good grades, and from his 
wife if he begins to doubt the wisdom 
of moving to the new place and the 
new house where the orange grove is 
located. He understands clearly the 
relation between what he is learning 
in the university course and his goal. 
To keep the goal vivid in his mind he 
may visit the orange country occasion- 
ally, looking for the place he will eventu- 
ally buy. 

A 45-year-old business man decides to quit 
smoking cigarettes. He wants to quit smoking 
because his doctor advises it, and he has been 
reading about lung cancer. In this case he 
does not take lessons. He may adopt various 
devices, such as keeping a bar of candy nearby, 
and eating candy when he gets the urge to 
smoke; or keeping a package of cigarettes in 
his pocket and telling himself that he will 
smoke a cigarette just before dinner, but not 
now. He believes that these devices will help 


him break the habit. 


The learning process is full of punish- 
ment for him, because he frequently 
craves a smoke and suffers when he 
does not take one. But the candy 
supplies some reward. Also his wife 
and his children may reward him by 
compliments on his success in breaking 
the habit, on his will power, and so 
forth. Gradually he breaks himself of 
the habit, recognizing that his craving 
for cigarettes is decreasing, that his 
dreams or his fantasies are not so much 
concerned with smoking; and thus be- 
coming aware that he is making progress. 

In this case the man’s motivation— 
his desire to quit smoking—is extremely 
important. He must teach himself to 
give up the habit, and he cannot get 
much help from others. He cannot 
succeed unless he has strong motivation. 

This indicates the importance of learn- 
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ing at the level of will or intention. A 
person learns many of his motives. The 
process of motivation, or of acquiring 
motives is not the same as the process 
of learning to change one’s physical 


behavior. 


Previous Learning and the Learning 
Process 


Adults generally have a repertory of 
behavior which must be changed when 
they learn new kinds of behavior. This 
complicates the process, because it re- 
quires unlearning. For example, con- 
sider the learning of the art of tooth- 
brushing. When this is taught to seven- 
year-olds, it is new to them, and it comes 
at a time when they are easily motivated 
by teachers and parents to do what the 
elders think is good for them. They 
learn rapidly enough, especially if the 
art is well demonstrated and they are 
rewarded by approval of teachers and 
parents as they learn. 

Once this art is learned, whether it 
is learned properly or not, this learning 
stands in the way of learning a new 
method. The person already has tooth- 
brushing in his repertory of behavior, 
and if he is to change his method, he 
must unlearn the old and learn the 
new. Unless he has strong motivation 
to change his way of toothbrushing, he 
is not likely to change. 


Motivation and the Learning Process 


The existence of strong motivation to 
learn a thing makes the learning rela- 
tively easy and efficient. But sometimes 
there are severe obstacles to learning, 
despite the strong motivation, for ex- 
ample: learning a new language; over- 
coming the smoking habit; overcoming 
alcoholism; improving one’s spelling 
ability. Here success is apt to require 
a long, hard effort. The learning process 
is blocked either by a set of bad habits 
which gives the person short-run re- 
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wards or by the difficulty of learning 
the new process, such as a foreign lan- 
guage. Success in this kind of learning 
venture depends on: 

1. Strong motivation which drives the 
person on in spite of minimal immedi- 
ate rewards and sometimes in spite of 
immediate suffering, as in abstaining 
from drinkiag or smoking. 

2. A system of rewards for small gains 
in learning. For instance, the language 
teacher may encourage the learner by 
complimenting him, or by giving him 
easy and interesting exercises which give 
him a sense of success; or the alcoholic 
may join Alcoholics Anonymous and 
receive the rewards of continuous acts 
of friendship from his fellow members, 
of pleasant social evenings with coffee 
and refreshments to take the place of 
liquor. 

When the motivation is weak the 
learning process is likely to be a failure 
unless the motivation is reinforced. For 
example, motivation may be weak in: 

A program to teach people to follow a 
weight control diet after age 50; 

A program to teach people to add a certain 
element to their diet—a vitamin, or a mineral; 


A program to teach people to use a tooth 
paste with a certain compound in it. 


In cases like these, the potential learner 
is not very uncomfortable at present; he 
knows it would be good to change his 
behavior, but he has weak motivation. 
There may be some punishment in the 
first steps of the learning process—as in 
the case of a diet program. Also the 
potential learner may not be very sure 
that the projected learning will better 
him. 

The problem is to strengthen motiva- 
tion. This may be done by: 

Making the new learning popular; getting 
high status persons to set an example by join- 
ing the class or by adding the dietary element 
or by using the new tooth paste; or by getting 
a group of people to go into the project 
together, and to support and re-enforce one 


another. 
Dramatizing the value of the new learning; 
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using movies, plays, and the like to convince 
the potential learner that he will benefit from 
learning or suffer from not learning. 

Helping the potential learner to see himself 
clearly, with his needs and his shortcomings, 
and to resolve to enter into the new learning 
process, even if it is unpleasant for a time. 


Thus the learning of motives comes 
to be a crucial part of any venture 
aimed to improve the health and well- 
being of people who are (a) already 
tolerably healthy and well off, so that 
they are not motivated by suffering to 
learn new things. Perhaps it was easier 
in 1960 to teach parents how to care 
properly for a baby’s diet, because they 
had such vivid experiences of babies 
dying which motivated them to learn 
better ways. Nowadays babies are rela- 
tively healthy and, therefore, parents are 
less motivated to learn how to give them 
better care. On the other hand, motiva- 
tion may be a problem when people 
are (b) quite badly off, but getting 
certain immediate satisfactions which 
they would have to lose if they were to 
learn the new and better ways of living. 

In public health work in a modern 
society, changing people’s motives is 
the main problem. Stating it in another 
way, there is often a conflict of motives, 
and the problem is to strengthen one 
motive and weaken another. For ex- 
ample, the problem in learning to diet 
is to strengthen the motive to diet and 
to weaken the motive to overeat. 


Is There a Human Drive to Learn? 


It sometimes seems that the human 
animal has an innate drive or need to 
learn that protects him from slothful- 
ness and keeps him looking for better 
ways of living. This seems especially 


true of children, as they eagerly explore 
their world and take its measure with 
their minds. 

Some students of human nature be- 
lieve they find in human nature a 
drive to expand one’s interests and ac- 
tivities through childhood, adolescence, 
young adulthood, and middle age, if 
not into old age. They believe that this 
drive is often blocked, but that it can 
sometimes be uncovered and set free 
again, even in adults who have not 
shown it for years. 

If this is true, it is an important aid 
to adult learning, for it provides a kind 
of basic drive or motivation which can 
be channeled into certain areas—areas 
of work, family life, self-development, 
friendship, and civic activity. This 
means that a person may enjoy a new 
kind of music, a new kind of food, 
making a new friend, a new way of 
doing his work, or a new kind of family 
activity, just because it is new. After 
he has tried out the new experience he 
may keep it or throw it away, depend- 
ing on its value for him. But he is 
open to novelty and therefore to im- 
provement. 

For anyone whose job is to try to 
teach adults to change their behavior 
it is useful and perhaps essential to 
believe in the existence of this human 
drive to learn. Then the task is to give 
this basic drive direction, or to bring 
it back to life and allow it to gain 
strength, so that it eventually will make 
the person into a learner again. 

The human being is an animal who 
learns and seeks to learn all or nearly 
all of his life. In this proposition lies 
the chance of making something good 
out of the human venture. 


Dr. Havighurst is professor of education, Committee on Human Development, 


University of Chicago, IIL 


This paper was presented before a Joint Session of the Dental Health, Health 
Officers, Mental Health, Occupational Health, Public Health Education, and 
Public Health Nursing Sections of the American Public Health Association at 
the Eighty-Seventh Annual Meeting in Atlantic City, N. J., October 22, 1959. 
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Some key points on the psychological foundations of human behavior are 


succinctly and clearly presented. The author lucidly summarizes a 


large mass of material and indicates its relevance 


for public health. 


PSYCHOLOGICAL BASIS OF HUMAN BEHAVIOR 


Andie L. Knutson, Ph.D., F.A.P.H.A. 


AWRENCE K. FRANK, in an excellent 
L discussion of “Society as the Patient,” 
observed, “The individual, except when 
uniquely endowed, cannot escape from 
his culture and the peculiar climate of 
opinion of his age; he is immersed in it, 
like the fish in water, and is unaware of 
the surrounding medium.”" 

I am myself deeply immersed in the 
scientific and philosophical waters of 
my profession. In selecting some re- 
search and theoretical highlights regard- 
ing the psychological basis of man’s be- 
havior I have tried to escape from these 
professional waters in order to be criti- 
cally objective. There seemed to be two 
alternatives: to take a small segment of 
the topic and dig deeply into it, drawing 
attention to critical laboratory and field 
research studies; or to use a coarse 
screen and sift a mass of evidence for a 
few key points. I have chosen the latter 
course. 

A student once observed at the end 
of a course that the one thing he had 
learned is that everything is related to 
everything. What stands out in my mind 
at the moment is that everything is in- 
deed related to everything. I hope to 
impart this feeling regarding the inti- 
mate transaction of inner and outer 
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forces, physical and social, that fuse to 
lead man to behave as he does. 


Man Is a Social Animal 


Man is a social animal. His slow 
development in a sociocultural setting 
enables him to learn language and tech- 
nical skills that have required untold 
centuries to develop. Without a society 
to give him the products of culture, man 
as we know him could not exist. A 
major part of man’s life is concerned 
with social interaction. He is born with 
a greater capacity than any other animal 
for sharing the communications of others 
through the use of symbols. By using 
symbols to represent things, and the rela- 
tions between things, ne is able to trans- 
mit ideas to othe»s whether they are 
present or not, aad about things that 
may not, in fact, even exist. 

Perhaps man’s greatest quality is his 
capacity for creating and giving sym- 
bolic meanings and values to intangible 
and abstract things. By making use of 
this capacity, he is able to extend himself 
so that he can participate in groups far 
removed in time and space, and share 
with others his thoughts, his beliefs, his 
hopes, his fears, his concerns, his ex- 
pectations and intentions, 
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So intricately is man enmeshed in a 
sociocultural setting, that it is meaning- 
less to speak of man’s psychological be- 
havior apart from this setting. 

For the purpose of illustration, let 
us think of an artichoke as represent- 
ing man in and part of his many social 
groups. Consider the core of the arti- 
choke as representing his core per- 
sonality. We need not infer that this 
core is completely innate for even the 
single cell requires nurture; the chemical 
nature of this nurture and the manner 
in which it is presented to the cell in- 
fluences the pattern and manner of cell 
development. 

The first circle surrounding the core 
might represent the prenatal environ- 
ment; the second, the members of his 
immediate family; next, peer groups en- 
vironment; and in order, social and 
church groups, social class, ethnic 
groups, and finally broad religious and 
nationality groups. 

Thinking of personality in this way 
we may say that it is necessary to peel 
off the concentric circles, the overlapping 
layers of the artichoke in order to under- 
stand the influences more directly ap- 
plied to the core. It is not easy to under- 
stand the ethnic and caste groups, for 
example, until the effects of the over-all 
religious and nationality group have 
been removed. Likewise, understanding 
social class requires a removal of the 
ethnic and caste groups, for social class 
exists within both and yet may be over- 
ridden by the impact of caste or ethnic 
group in its significance for the indi- 
vidual. 

It should not be implied for a moment, 
however, that these group influences 
are independent of one another. Man 
distinguishes himself from other animals 
in part by his ability both to absorb and 
influence the milieu in which he grows. 
There seems to be no completely stable 
boundary between man and his environ- 
ment at any point, physical or social. 

Nationality, religion, caste, class and 
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the other social variables described are 
man-made and may be man-changed, but 
in so far as they exist and as long as 
they exist they directly affect the health 
status of individuals who share them. 
To consider the health status of any 
individual or group, to consider means 
of influencing that health status, or even 
to consider the definition of health status 
within such groups—requires an under- 
standing of these broader sociocultural 
variables. We must, therefore, look at 
our concentric circles around the core 
personality of the individual as over- 
lapping and permeable circles through 
which influences pass both ways. For 
just as the individual influences the 
broad cultural climate in which he lives, 
his physical, emotional, and psychologi- 
cal health is directly or indirectly in- 
fluenced by that climate. 

Sociocultural influences on health 
status are many and varied. The Indian 
mother who insists that the newly severed 
umbilical cord of the infant be wrapped 
in cow dung, or dares not boil the sacred 
water of the Ganges lest some ancestral 
life be threatened is led through cultural 
pressures, unrecognized, to threaten the 
very life of her infant. Yet her behavior 
is no less consistent with the values of 
her culture than that of the midwestern 
farmer who takes pride in the health of 
his children and rejects the idea of their 
going for regular physical examinations 
or x-rays. To do so suggests weakness in 
the family. Such behavior is not in ac- 
cord with his measure of health as ex- 
pressed by his boast, “We come from 
good stock, I have never been to a doctor 
in my life.” 

One can but wonder to what extent 
health status is influenced by the value 
we in this country place on speed, on 
activity, on verbal abilities, on competi- 
tion, on romantic love, on conformity, on 
personal wealth, on time—values which 
are by no means common to all men. 

It is not necessary to illustrate the 
way in which each of these broad socio- 
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cultural variables surrounding the indi- 
vidual influences health status in order 
to recognize that all play a part in mak- 
ing him the unique individual he is. To 
understand him as an individual one 
must unclothe him gradually from the 
social forces in which he is encased and 
seek to understand as best we can by 
such research means available the nature 
of the impact of each of these forces. Yet 
by the very process of attempting to re- 
move these social forces for purposes of 
analysis, we are removing parts of man 
himself. 


Man as Part of Environment 


Man is at once both part and product 
of environment. We cannot safely 
speak of man and environment nor of 
man interacting with environment. 
Dewey and Bentley? suggest that the re- 
lationship is one of transaction rather 
than interaction. Any change in either 
man or environment, of which he is a 
part, is ipso facto a change in the other. 

The skin that binds the flesh confines 
neither psyche nor soma. Man’s self or 
ego—the center of his psychological ac- 
tivities—knows no boundaries. It may 
become extended through identification 
with persons, places, or things far re- 
moved in time and space. The things 
with which man identifies may be real 
or imagined, tangible or intangible, 
nearby or infinitely removed. Yet what- 
ever affects the object of man’s identifi- 
cation affects man himself, for psycho- 
logically his identifications are part of 
himself. 

This applies whether the object of 
man’s identification or loyalty is a 
friend or leader, a country or city, an 
idea or principle, or some social or re- 
ligious value. It may be a symbol out of 
the distant past that retains personal 
significance for him. Even the self image 
with which man identifies may bear only 
the slightest relation to this physical self. 
The intangible scars left by the surgeon 
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who removes a tumerous breast may 
have far greater significance to the pa- 
tient than the scars left by his knife. 

To say that man is at once both part 
and product of environment is to say 
that we cannot expect to take man from 


his environment, change him through 


treatment or therapy, return him to an 
unchanged environment and expect him 
to function effectively. Personal and 
social difficulties are almost certain to 
arise. A rehabilitated heart patient, for 
example, may have difficulties learning 
and carrying out new occupational and 
family roles when those about him have 
learned to expect another pattern of 
action from him. Role expectations 
must change if new role enactments are 
to be successful. The mentally ill pa- 
tient who has been reclaimed by society 
and returned to an unchanged locale is 
almost certain to become a_recidivist. 
Social forces that contributed to his first 
illness are likely to be still present and 
active. 

Nor can one expect to change an en- 
vironment as in a slum clearance or 
urban renewal project without having an 
impact on the economic, social and emo- 
tional lives of the families involved. The 
family lifted from slum life into modern 
low cost housing may suffer greatly from 
the loss of intimate ties fostered by over- 
crowding and shared misfortunes. 

Technical and _ industrial progress 
may seriously disrupt the social and eco- 
nomic structure of a community. Fami- 
lies are deeply injured by rapid changes 
in occupational status and by the realign- 
ments of social and economic forces that 
accompany what we call progress. 

Dorolle has aptly observed, “When we 
set about improving a people’s health. 
we must put aside our own concepts of 
good and evil, better and worse, and not 
encroach on the people’s beliefs and cul- 
tural concepts. Everyone has the right 
to develop his own philosophy and to re- 
fute any change in it which does not 
come from within himself; furthermore, 
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it is useless to attempt to impose changes 
and cultural concepts from the outside. 
If such changes are imposed, they cause 
disequilibrium and misunderstanding 
which seriously compromise the work 
which is being attempted.””* 


The Unity of Man 


Another characteristic to which I in- 
vite attention is concerned with the unity 
of man. Man’s behavior tends to be 
holistic or molar rather than segmental 
or molecular. We may dissect him into 
various physiological, psychological or 
social parts for purposes of analysis or 
description, but we must not be led astray 
by this type of analysis. His behavior 
seldom, if ever, reflects clear distinctions 
between purposes, cognitions, emotions, 
and reactions. 

Sensory and cognitive processes com- 
bine in a marvelous perceptual harmony 
to yield man a unified sense of environ- 
ment. Memory traces, refined and re- 
organized through thought and imagina- 
tion, enter into his every perception. 
Motives, derived through experience, are 
ever present and functioning to influence 
the selection of things to perceive, to re- 
member, to recall, and to act upon. Ex- 
pectations regarding future actions 
evolve out of his evaluations without any 
conscious awareness on his part, 

Even conflicts within the individual, 
resulting from the interplay of con- 
scious and subconscious factors, may be 
resolved without his awareness. Slips of 
the tongue or pen sometimes reveal inner 
conflicts to the outside world, yet the be- 
havior may remain consistent from the 
standpoint of the acting individual. 

Man’s behavior in sickness, as well as 
health, is holistic. When he is sick in 
part, he is sick all over. A minor itch 


gains his full attention by intruding itself 
in spite of the best efforts to ignore it. 
Temporary discord in one area of be- 
havior tends to disrupt responses in 
another. A toothache may be generalized 
The emo- 


to far reaches of the body. 
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tional or social aspects of tuberculosis, 
cancer or diabetes, for example, may be 
of such overriding significance for the 
individual that he is unable to follow a 
prescribed course of treatment. The 
interplay of cause and effect in stutter- 
ing may lead to withdrawal and social 
isolation or, conversely, to marked ag- 
gressive reactions. 

Many of the ills of modern society 
stem from attempts to deal with man 
segmentally rather than with man as a 
unit. Specialization, which seems to be 
an inevitable outgrowth of scientific ad- 
vance, results in institutions competing 
with one another for primary segments 
of an otherwise unified man. How far 
removed we are from the medicine man, 
who for all his weaknesses, sought to 
treat the total man! He had strengths 
which have not been duplicated in our 
modern society. 

Within the near future we can antici- 
pate some form of national program of 
medical care of the aged. I sympathize 
deeply with the persons responsible for 
conducting such a program locally. For 
how can one possibly distinguish be- 
tween the physical and emotional health 
needs of an aged person? How can one 
deal successfully with his health needs 
without being concerned with his hous- 
ing, his economic status, his means of 
communication, his social outlets, and 
his needs for achievement? 

If we look at the other end of the age 
continuum we find evidences that the 
child is being pulled apart in his social 
and emotional development by compet- 
ing institutions, each one seeking to 
capture a particular segment of the 
whole. One institution tries to teach him 
to share and help others; another, that 
private enterprise must be competitive; 
one appeals to social morals and others 
appeal to his needs for social entertain- 
ment. Educational TV competes with 
corrupt quiz programs and _ payola; 
civics courses compete with headlines 
about dirty football or police brutality. 
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Is it any wonder that children are learn- 
ing a Golden Rule distorted in practice 
to mean, “Do unto others as they might 
do unto you, but do it first.” 


Uniqueness of Man 


The total man of whom I speak is a 
unique man. He is born into society 
with his own peculiar pattern of biologi- 
cally determined capacities, abilities, and 
characteristics which make him from 
birth different from any other human 
being. As he grows and develops in his 
own unique way in his own special 
world he learns through experience par- 
ticular ways of thinking and acting. 
These serve him in applying the re- 
sources he has to take advantage of op- 
portunities to satisfy personal needs or 
wants, or to cope with the problems he 
faces. 

As the individual grows he acquires a 
sense of belongingness or personal identi- 
fication with many specific groups within 
his surroundings. From their norms 
and values, he knits his own norms and 
values; their interests and wants color 
his own interests and wants; he may 
adopt their purposes and goals as his 


own. Yet, throughout, he remains a 
unique individual wanting, hoping, 
striving for, expecting—and perhaps 


fearing—things different from anyone 
else. How he acts to apply his own pat- 
tern of capacities and talents to achieve 
his ends is also different in some ways 
from any other member of his special 
pattern of groups. 

A person’s health is one of the most 
intimate aspects of his personality. So 
intimate is it that he may have difficulty 
communicating with anyone, even him- 
self, about it. 

In dealing with the chronic illnesses, 
even more than dealing with the earlier 
problems of public health, the active par- 
ticipation of an individual is required in 
case finding, diagnosis, treatment, and 
rehabilitation. Persons working in such 
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programs, therefore, need to be par- 
ticularly sensitive to unique differences 
among individuals. One individual 
may have had unusual experiences that 
cause him to be afraid to acknowledge or 
report symptoms; another may have 
learned to distrust the methods of di- 
agnosis used or the treatment offered; 
another may doubt the likelihood of suc- 
cessful treatment. Persons like this may 
place greater value in their own feelings 
than in the x-ray or other scientific 
methods of diagnosis, or may have 
learned to distrust professional persons 
who use scientific method. How difficult 
it is for many of us to realize that slow 
physiological changes in our own bodies 
take place without our being aware of 
them until they are ultimately reflected 
in malfunction. 

If the groups to which a person be- 
longs attach shame or weakness to 
certain health conditions he may not be 
able to acknowledge even to himself that 
he has such a condition. Social barriers 
are often more effective motivators than 
physical forces. Strong resistance to out- 
side influence suggests deep personal mo- 
tivation. 


Social Behavior Is Learned 


Man’s social behavior is acquired or 
learned behavior. His motives, percep- 
tions, cognitions, affections, and emo- 
tions in so far as they are related to 
specific things in the world about him 
are learned rather than innate aspects of 
his life. 

The wide range of interests, concerns, 
and wants that we call human, and the 
intricate means man has for attaining 
satisfaction or for coping with difficulties 
are not present at birth. They cannot 
be passed along from generation to gen- 
eration through the germ cells. They 
must be learned anew by each infant 
through the slow, tedious but remark- 
ably efficient process known as socializa- 
tion. 
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The infant born with a unique physi- 
cal and glandular structure has the po- 
tentiality for a wide range of energy 
output. The orchestration of the varied 
potentials—the matrix of personal and 
social motives, the modes of coping with 
challenges or misfortunes, the details of 
personality style—all these things which 
comprise the richness of human life grow 
out of the experiences of socialization. 

A wealth of research evidence suggests 
that our perceptions and cognitions as 
well as our social motives are learned 
during the socialization process. We 
learn to perceive as we do. The or- 
ganized field which each of us identifies 
as his world is constructed through a 
slow, arduous process of learning. This 
individual world, or private world, may 
be a happy or a sad one, easy or diffi- 
cult, challenging or frightening. But 
whatever it is to each of us individually, 
it is in good part so because we have 
learned through experience to make 
it so. 

Present knowledge concerning the 
role of heredity and environment in 
human development leads to an un- 
equivocal rejection of instinct explana- 
tions for social motivation, social beliefs, 
social attitudes, or social behaviors. The 
child is not born with a set of values, 
nor with a pattern of goals, nor with a 
set of rules of human conduct, nor with 
a sense of love, affection, or trust for 
other human beings. These are man- 
made things that are imparted to him 
in early childhood. 

Children learn to be clean or to be 
dirty, to be active or sloven, to be co- 
operative or competitive, to be submis- 
sive or aggressive, to be tender or cruel. 
They learn to love and to hate, to share 
and to steal, to run or to fight. Their 
health behaviors, no less than other be- 
haviors, are acquired. 

How strange it is that even among 
the scientists who most strongly ques- 
tion the instinct theory and would de- 
plore its use in explaining the complexity 
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of adult life are some who still tend to 
react toward man as primarily a biologi- 
cal rather than a social being and tend 
to treat him and to study him without 
reference to the social world which has 
helped to shape him and of which he is 
an integral part. 

In this modern age, man no longer 
needs to accept culture as a blind and 
inevitable force, nor need he accept the 
socialization process as an unchanging 
mechanism for maintaining the ills as 
well as the gains of our culture. 

If we are concerned with positive 
mental health, then ought we not be 
concerned with evidence that suggests 
that environment influences a child’s po- 
tential to perceive and to discriminate, 
his potential for acquiring and using 
language necessary for coping effectively 
in his social relations, his potential for 
becoming a secure, exploring child with 
a healthy orientation to the world. These 
things can be learned, if we but knew 
how to teach them. 


Man's Behavior Is Motivated 


Man is a purposive animal. His life 
is a constant struggle to satisfy wants, 
concerns, desires, hopes, and aspirations 
and to avoid, minimize or escape pain, 
discomfort or injury. His day-to-day be- 
havior is ruled by needs and purposes 
of which he may be unaware as well as 
by his conscious decisions and intentions. 

Since individuals are unaware of all 
the dynamic factors influencing their re- 
actions, motives cannot be studied di- 
rectly. They must be inferred from 
observations concerning behavior, in- 
cluding of course verbal response. The 
relationship between motive and_re- 
sponse patterns is an intricate one, far 
less sharply defined than might seem 
apparent. Motives are slithery things 
and creep into our lives in ways we can 
neither always anticipate nor always 
identify. 

Freud called attention to the hidden 
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needs and wishes that govern the re- 
membering and forgetting of things and 
to the motives that lie behind our slips 
of the tongue, slips of the pen, misread- 
ings, faux pas, and other errors of com- 
mission and omission. Sometimes we 
may be willing to admit there is purpose 
in error. Often, however, the motives 
are so intimate or unflattering that we 
cannot admit them even to ourselves. In 
fact, we may not even notice the slip 
made in expression or gesture. Is it 
surprising, therefore, that others can 
sometimes recognize and interpret these 
errors more accurately than we can our- 
selves? 

The precept that man is a motivated 
animal and that all his behavior is mo- 
tivated behavior has many implications 
for those concerned with education for 
change in individual or group health 
behavior. 

Broadly speaking, in order for an in- 
dividual to learn new ways he must ex- 
perience some uncertainty, frustration, 
or concern, or have some curiosity per- 
haps, which leads him to distrust his 
present facts, perceptions, values and as- 
sumptions and which orients him toward 
an interest in new ideas. Motives govern 
this process, for learning new things re- 
quires unlearning old things which serve 
personal needs. Thus the process of 
learning is a period of seeking, of ex- 
ploring, of groping, of discursive ac- 
tivity, of shaping new questions, of chal- 
lenging old facts. 

External events may stimulate un- 
certainty, frustration, or curiosity, but 
motivation for dealing with these cannot 
be imparted from without. It must de- 
velop from internal tensions. As White- 
head,* in the “Aims of Education,” ob- 
served, “education must be essentially a 
setting in order of a ferment already 
stirring in the mind: you cannot educate 
in vacuo.” 

When we speak of motives and mo- 
tivation we need to be cognizant of the 
fact that patterns of motives are specific 
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to the individual. Each person acquires 
his own pattern of motives, concerns, 
hopes, fears, aspirations, expectancies. 
Only when we have common patterns of 
experience do we develop common pat- 
terns of motivation. 

There is some evidence that a person’s 
patterns of striving relate to his eco- 
nomic, educational and occupational 
status—what might be called his station 
in life.5 Maslow® suggests that human 
motives can be ordered into a hierarchy 
from those directly tied to physiological 
need on the one hand, to others which 
relate to an individual’s need for self- 
actualization or creative development. 
Individual variation exists, yet a general 
separation of human needs into such a 
hierarchy pattern seems possible. 

A person who is starving, thirsty, 
freezing, or suffering from other physio- 
logical discomfort finds his whole atten- 
tion consumed by these basic demands. 
As these demands are satisfied, he be- 
comes more concerned with his safety, 
comfort from heat and cold, job security, 
protection against disability or illness, 
and the like. He then becomes con- 
cerned about developing affectionate re- 
lations with other persons, with accept- 
ance and love of his fellow men and 
belonging to their groups. Once his 
physical and safety needs are satisfied 
at some minimum level, and his love 
needs and needs to belong are met, he 
becomes concerned about self-esteem, 
prestige, status, recognition, attention, 
and power. Satisfaction of these needs 
gives him self-confidence, a sense of 
worth and adequacy, and his concern 
shifts to matters of self-actualization and 
creativity. Each of us can think of many 
exceptions to this general pattern Maslow 
describes, yet in a general way his theory 
does seem to hold. 

It may be helpful to look at the pub- 
lic reactions to what public health has 
to offer in terms of this pattern or hier- 
archy of needs described by Maslow. Are 
our programs centered in areas in which 
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people have high concern? Are we 
adapting as quickly as we might to 
emerging concerns of those we serve? 
Is it possible that we may be attempting 
to guide people to be concerned about 
what we believe to be important? Might 
we be more successful if we tried to find 
out what they considered high in im- 
portance within their need hierarchies? 


Man's Private World 


A quarter of a century ago F. C. Bart- 
lett, in a classical study entitled “Re- 
membering,” called attention to the 
tendency of the mind to reshape and 
organize all experience in a way that is 
useful and meaningful to the individual. 
His central theme was, “It is fitting to 
speak of every human cognitive reac- 
tion—perceiving, imagining, thinking, 
and reasoning—as an effort after mean- 
ing.””? 

What man perceives in this search for 
meaning tends to be influenced by per- 
sonal interests, wants, concerns, anxie- 
ties, fears, hopes, and expectations—a 
network of conscious and subconscious 
motivating forces. As Cantril has sug- 
gested, “the assumptions we bring from 
past experiences ... are involved in 
every perception we have.”® 

Our perceptions are our sole means for 
maintaining an awareness of ourselves 
and other things. They serve us in 
filtering out things of immediate import- 
ance to us, and bringing them into 
meaningful focus. What seems unim- 
portant or unchanged tends to be 
ignored. In some strange but marvelous 
way each perception melds with memory 
traces to give us a sense of continuity in 
experience. 

During any specific moment of life 
our sense organs are bombarded by a 
wide array of light waves, sound waves, 
pressures, heat and cold waves called 
stimuli. It would be physically and 
mentally impossible for any of us to be 
consciously aware of every one of these 
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light and sound waves, much less pay 
attention to them and react accordingly. 
Fortunately, we learn to organize these 
masses of stimuli into meaningful wholes 
that make sense to us and have meaning 
for us—wholes that help us to decide 


how to act. For the primary purpose of 
perception is to guide us in our action. 

Through our perceptions we maintain 
a sense of stability in an ever-changing 
physical and social world; clues reach- 
ing us from many channels yield a sense 
of assurance that what we have just seen 
and felt will remain to be seen and felt 
again. We are certain the landscape is 
continuous even though we may never 
be able to perceive all of it at once. We 
are confident of a yesterday and of a 
tomorrow although we can only experi- 
ence time directly second by second. 

We gain a sense of stability or con- 
stancy with respect to other persons and 
things as well as time and space. We 
learn to identify a friend whether he is 
nearby and creates a large image on the 
retina, or so far away that the size of 
the image is minute. We recognize him 
in‘ bright light or in shadow, from front 
or side, standing or sitting, moving or 
sprawled. We know him by the sound 
of his voice, or by the presence of some 
familiar mannerism such as a cough or 
a sniffle. In some miraculous way we 
resolve gross discrepancies from among 
different images received and perceive 
our friend as we assume or expect him 
to be, yet are never conscious of the in- 
tricate processes involved. 

Words, too, are perceptions. Spoken 
words are organized groups of sound 
waves to which we give meaning; written 
words are organized groups of light 
waves to which we give meaning. Early 
in life we learn to give meanings to these 
groups of sound and light waves, so that 
we can use them in acting more effec- 
tively in daily living. 

Rather than perceiving many worlds 
of different kinds, appearing and dis- 
appearing second by second in hap- 
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hazard fashion, each of us learns to per- 
ceive one world with himself as center. 
Each of us is the center of his own world 
through which all things of significance 
move and transact. It is a private world 
in which all his experience is fused. 

This world which each of us creates 
through his perceptions is different from 
anyone else’s private world. In fact, he 
can only share it with others through 
communication to the extent that their 
experiences are similar, so their private 
worlds overlap with his own. 

The private or assumptive world of 
which I speak is not the world of fantasy 
or imagination, nor is it a lovely retreat 
from reality; rather, it is for each of us 
an essential map or chart whereby we 
can evaluate possible future activities 
against past experience and obtain guide- 
lines for future action. 

This concept of a private world helps 
us to understand why we so frequently 
have difficulties in communicating with 
other persons. It helps us to understand 
why each of us has a tendency to see 
and interpret any situation in the light 
of his own pattern of experiences and 
motivations regardless of the means 
whereby the information is received. It 
helps to understand the growing evidence 
that new knowledge alone is not likely 
to be effective in changing beliefs and 
actions, but that after some changes in 
belief have occurred or new values have 
been acquired the individual is likely to 
seek information that will help him to 
support the new beliefs or values he has 
acquired. 

We have here the theoretical basis for 
self surveys, pretesting, progress evalua- 
tions and staff planning as means of im- 
proving programs. By these means op- 
portunities can be provided for people to 
offer a “feed-back” in terms of the 
way they perceive specific aspects of the 
program. This is one means of applying 
with groups the same technic we use in 
our interpersonal communications. 

We speak to an individual, watch his 
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expression, notice whether he smiles or 
frowns, wait for his interpretations, seek 
guidelines which will tell us whether we 
are moving in the right direction or not. 
If he frowns or in some way indicates 
he has not agreed, we change our tones, 
use other arguments, give and take with 
him until we find a point of agreement. 
If his interpretation suggests that he 
does not understand, we change our 
words, try to find out how he interprets 
the problem, and use his terms as a 
bridge to better communication. This 
is the process whereby we gain entrance 
into his private world, his world of as- 
sumption. This is the means whereby 
he, and we, are able to gain an over- 
lapping of our private worlds in the area 
of mutual significance. 


Summary 


Man is a social animal, so intricately 
enmeshed in his sociocultural setting 
that it is meaningless to speak of his 
psychological behavior apart from this 
setting. Although we may dissect man 
into his various physical, physiological, 
social and psychological parts, his be- 
havior in sickness and in health tends 
to be the total behavior of a unified 
social organism. By birth and particular 
experience, this unified man is a unique 
man, different from anyone else in his 
capacities, abilities, patterns of motive, 
and patterns of action. 

Man’s_ perceptions and_ cognitions, 
social and personal motives, his modes of 
coping with environment, the details of 
his personality style—all these things 
which comprise the richness of human 
life are learned through the process of 
socialization. He is a purposive animal 
whose day-to-day behavior is ruled by 
needs and purposes of which he may be 
unaware, as well as by his conscious 
decisions and intentions. 

He seeks meaning from experience 
and in the process learns to perceive one 
world with himself as center, a private 
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world in which all experience is fused. 

This private world which he creates 
through his perceptions serves him as an 
essential map or chart whereby he can 
evaluate future activities against past 
experience, and obtain guidelines for 
future action. 
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A Moving Population Writes the Ticket 


“For the First Time” is the title of 
the biennial report, 1959-1960, of the 
Jefferson County Department of Health, 
Birmingham, Ala. The completion of 
the title sentence on the inside cover 
reads: “. . . in the history of .. . 
Jefferson County all 31 municipalities 
made an appropriation for public 
health.” How this was achieved is sug- 
gested rather than spelled out in the 
text. It was in part due, no doubt, to 
“The continuous movement of the popu- 
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lation from the large municipalities to 
the fringe areas (which) has materially 
increased these (environmental) prob- 
lems. . . . The people are demanding 
that improvements be made. . . .” How- 
ever, the jobs that still need to be done 
are spelled out. They include problems 
in indigent care, air pollution, housing, 
and fluoridation. The JCDH, headed 
by George A. Denison, M.D., may have 
extra copies of its report. It is located 
at 1912 Eighth Ave. S., Birmingham. 
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What determines the concerns of a community about the health of its 


members? How are such concerns handled? A study of a 


community in the Great Plains area suggests some 


answers, and the author indicates possible 


application of the findings in this study. 


SOCIAL DETERMINANTS OF HEALTH PRACTICES 


Gordon Macgregor, Ph.D. 


HE Pustic Service in 1957 

initiated a broad research study on 
local public health practice. The purpose 
was to evaluate current health problems 
and the ways in which communities 
might meet them. The hope was to find 
improved means of providing public 
health services.’ 

This project began in the Great Plains 
region, selected because approximately 
three-fourths of its counties had no full- 
time organized public health services 
and little was known of the region’s 
health problems. We were frankly curi- 
ous as to why local public health services 
had not expanded in this area. We were 
also interested in evolving an interdis- 
ciplinary methodology for evaluating the 
status of a community’s health and its 
ways of maintaining it. 

On the basis of available census data, 
one county was selected as representa- 
tive and appropriate for initiating the 
study. The research undertook three 
areas of investigation: 

1. Evaluation of the current health status 
through a questionnaire and statistical analysis; 

2. Study of the subjective concerns about 
health through a social psychological technic; 
and 

3. Inquiry into the ways of handling health 
problems and services through an anthropologi- 
cal community study. 
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This report is based on the third 
area of investigation. It summarizes 
the study results and presents hypo- 
theses about health behavior as guides 
to planning for local public health 
services. 

Briefly, the social determinants are 
related to (1) the health behavior of 
the individual; (2) community organi- 
zations and procedures for meeting 
group health problems; and (3) the 
social structure for planning and pro- 
viding community medical care. 

The research method may be de- 
scribed as a cultural or ethnographic 
study of one town and its surrounding 
countryside to learn the way of life of 
the people, and the relationships and in- 
teractions among different social groups. 
Because the public health services and 
medical care came from outside the 
community, it was also necessary to 
look at health activities of the county 
and state as they impinged upon the 
community. Although this method de- 
scribes characteristics for only one com- 
munity, comparison with the results of 
other studies on Great Plains popula- 
tion groups indicates our observations 
have a wider applicability. The cul- 
tural adaptation and change of a Kansas 
farming community in the Plains en- 
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vironment, analyzed by Bell in the 
1930's, show many comparable char- 
acteristics. Miller describes a similar 
pattern of local leadership and the role 
of county government in another western 
community.* 


Individual Behavior 


Our first observation concerns the 
Plains environment and the cultural 
values that have influenced the behavior 
of the people and, additionally, their 
attitudes toward illness and use of medi- 
cal care. 

Because the cyclical nature of rainfall 
in this semiarid environment creates 
high risks in farming, people have had 
to devote most of their energies to mak- 
ing a living.* To survive, the home- 
steader and his family since pioneer 
times have had to rely essentially upon 
themselves. Such circumstances have 
accentuated American personal charac- 
teristics of independence, self-reliance, 
and endurance. These cultural values, 
plus the necessity to keep up with farm 
work to make a living, have become 
strong pressures to consider carefully 
before deciding whether any family 
member shall take action or use time 
unrelated to farm responsibilities. When 
faced with illness not seen as immedi- 
ately threatening to life or the capacity 
to work, these people will often decide 
to postpone medical treatment. 

When informally interviewing persons 
about how they handled illness and 
other personal problems, we found that 
many characteristically deyaled or wres- 
tled with such problems for a long 
time. When the need to act became 
obvious, a family member or a friend 
took action. Problems of emotional or 
mental stress were brought to persons 
we call the “gatekeepers”—ministers 
and welfare and health workers—for 
help in reaching a decision to see a phy- 
sician or go to a hospital. Probably 
fear of the doctor or his diagnosis and 
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of the cost of medical care were also 
determinants—but their degree of sig- 
nificance was remarkably less than ex- 
pected. This behavior was also found 
to some extent among townspeople, 
most of whom had been raised or had 
worked on a farm. 

The pattern seems to be inculcated 
in the local culture. Talcott Parsons, the 
sociologist who has made the most pene- 
trating studies of American social be- 
havior related to illness, advances the 
theory that health and illness, in addi- 
tion to being physical realities, are 
socially defined and the behavior of the 
sick individual which follows is expected 
to conform to social definitions. In 
the process of growing up, a person 
learns his community’s definitions of 
health and illness and the behavior 
appropriate to illness. 

When a person becomes seriously sick, 
he goes to bed and he or his family is 
expected to call a doctor. His discom- 
fort drives him to try to get well. These 
actions, we say, are common sense. They 
appear to us to follow naturally from 
the way we feel and the symptoms we 
observe, because we belong to one cul- 
ture. But the sequence of acts taken 
by the sick person is also dictated by 
his culture. American society defines 
health as the state of optimum capacity 
to perform our daily tasks and the social 
roles we have assumed or have had 
assigned to us. Conversely, our society 
defines illness as a disturbance of the 
capacity to perform tasks and _ social 
obligations. 

When through some disease or im- 
pairment in our physical condition we 
exhibit deviance in our usual behavior 
—by stopping work, failing to carry 
out our expected roles in the family 
and community, and taking to our beds 
—the community exempts us from our 
responsibilities. Although the condition 
may be accepted as legitimate, the com- 
munity also requires its validation. 
Families or friends first pass on the fact 
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and seriousness of the illness and often 
make the decision to seek medical care. 
The purpose may be to get expert con- 
firmation that illness exists, as much as 
to determine the nature and seriousness 
of the illness. When the status is es- 
tablished that help is needed and should 
be accepted, the bridge is created for 
introducing a doctor or other healer. 
Having learned in his social training 
the expectations of society of one’s 
response to illness which provokes a 
sense of anxiety or guilt about being 
or remaining ill, the individual is highly 
motivated to become well. 

In summary, learned psychological 
and social forces within the individuals 
and those brought to bear by their 
group move the ill to regain their health 
and capacity to assume their usual work 
and social roles. To these pressures the 
majority of society responds. This theory 
involves the concept that time is taken 
for personal decision and the referral 
to others in the family or to gatekeepers. 
This helps to explain the delay we have 
observed before an individual in our 
Plains community seeks medical care. 

When discussing in our interviews the 
need for preventing illness and ways 
to do it, we also found the people com- 
monly expressing several attitudes. The 
Plains is a healthy place in which to 
live, and concern about health is nor- 
mally low. Health is seen as adequately 
maintained in the family diet and home 
sanitation. Folk beliefs about cause 
of illness and about self-medication are 
not extensive. However, illness is often 
conceived to be due to external causes, 
such as a fall in childhood or poor 
living habits.?_ These are accidental and 
moral factors that cannot be controlled 
by preventive medicine. Public health 
services provided by the county, state, 
or federal government (except for the 
county nurses’ attention to school chil- 
dren and some families) are not seen as 
having any direct relation to the indi- 
vidual’s welfare. Unless one’s physical 
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well-being or role is perceived as being 
directly and seriously threatened, pre- 
cautionary health measures—for ex- 
ample, regular physical examinations 
or pasteurization of the family milk 
supply—are seen as unnecessary.® 

The American cultural pattern dic- 
tating the behavior and the process by 
which individuals reach the doctor pre- 
vails in the Plains. Our hypothesis is 
that the vicissitudes of farm life en- 
countered in the Plains environment 
have accentuated the usual causes of 
delay in turning to the physician. The 
patterns of health behavior in this com- 
munity also imply a need for education 
and counseling promoting referral of 
persons with problems affecting health. 

Unless encouragement of individuals 
to adopt preventive health measures is 
based upon the effect of illness in dis- 
rupting occupational and social roles, 
such encouragement will have little in- 
fluence. This concept should be used 
in programs to educate people to accept 
precautionary measures against illness. 


Community Behavior 


This leads us to consider community 
behavior. The basic social community 
is the town where local people and those 
of the surrounding open country trans- 
act their business and enjoy their most 
frequent social relationships outside the 
family.® Each town is extremely im- 
portant as the fundamental center 
through which to mobilize support and 
implement health or other social action 
programs. One of the most significant 
aspects of these communities is the num- 
ber of organized social institutions and 
the variety of health activities carried 
on. These organizations assist the county 
nurse in screening school children for 
physical handicaps and _ transporting 
crippled children to district clinics; they 
bring in outsiders for health education 
lectures; and they raise funds for na- 
tional health agencies. 
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Men of the community have had their 
blood types registered and care available 
as a blood bank group. A group of 
women has purchased crutches, hospital 
beds, and similar equipment to rent to 
families of the sick. Home demonstra- 
tion clubs sponsored a county-wide pub- 
lic immunization program and organized 
it on a community basis as the custo- 
mary and most feasible way of reaching 
the general public. This pattern is 
familar to all who were brought up or 
have worked in an American small town. 

The towns as hubs of communities 
are well distributed across the middle 
of the county to meet the needs of the 
sparsely settled population living in a 
vast territory. But there is a definite 
handicap in having so many separate 
community groups handling health ac- 
tivities. Planning and provision of serv- 
ices in these communities are not uniform 
or integrated. The decrease of popula- 
tions in the smaller towns is leading to 
a diminishing number of local services. 
The fragmented and changing commu- 
nity organization carrying on health ac- 
tivities reflects the problem, stressed by 
Kraenzel in “The Great Plains in Tran- 
sition,” of the social organization not 
being adapted to handling the social and 
economic problems of the region.'° 

The county is a more practical insti- 
tution for organizing and administering 
public programs, but it does not func- 
tion here as the fundamental planning 
unit of society. The county is a political 
community with artificially defined 
boundaries having a government unit 
and staff that provide public services 
through public funds. A health officer 
is appointed to maintain health stand- 
ards and enforce health codes, and a 
part-time nurse is employed primarily 
to supervise the health of the school 
children. The county operates a hospi- 
tal, but in effect this is a town health 
center serving the population of the 
eastern half of the county and its con- 
tiguous area. The hospital, furthermore, 
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is staffed by physicians in the county seat. 

The county is not a community in the 
sociological definition of the term, which 
connotes a geographical area with the 
residents bound together by common 
interests and greater social interaction 
among themselves than with people on 
the outside. The Plains people have a 
stronger social identification with their 
local town-open-country center. 


Social Structure 


Health programs of county-wide scope 
do not usually originate through the 
county. Such programs begin with com- 
mittees of voluntary associations, clubs, 
or organizations of the town communi- 
ties. After the problem to be met has 
been determined, the next step in the 
process is obtaining the approval of 
the county government if its legal au- 
thority or financial support is needed. 
The original committee brings together 
various commercial, professional, and 
social leaders and gains the cooperation 
and broad support of the social organiza- 
tions of the community or county. The 
program is then carried out by private 
citizens as leaders. The acceptance of 
their program as a continuing county 
activity depends upon the county board 
of commissioners and its judgment of 
the extent of public demand. Otherwise 
once its task is completed, the com- 
mittee disbands. 

The building of the county hospital, 
the organization of the county-wide polio 
immunization program, and the appoint- 
ment of the first county nurse were de- 
veloped in this way. Observation of 
these activities indicates that four social 
groups are the initiators and decision 
makers: (1) the women’s groups, which 
as in other American communities as- 
sume leadership in health, education, 
and welfare activities; (2) the men’s 
associations and service clubs; (3) the 
county commissioners; and (4) the 
members of the medical profession. 
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The key group in this structure is 
that of the local physicians. They have 
come into the towns to establish private 
practice, but in these localities without 
organized professional public health 
services, the people expect physicians 
to give advice, to participate in com- 
munity health activities, and to take 
action in health crises. As educated per- 
sons and social leaders interested in 
community affairs, the physicians will- 
ingly accept this responsibility. Thus, 
they enter the leadership structure that 
determines medical care policy for the 
community. This is not an unfamiliar 
role for physicians in the American 
social structure. 

In brief, the policy and decision mak- 
ing for county-wide health programs rest 
with an informal social system or com- 
munity-power structure, composed of 
several lay, official, and professional 
leadership groups. This structure moves 
in response to the concerns of leaders 
of one social group, reaching its deci- 
sions and obtaining full cooperation of 
gaining the approval of each other 
group. These groups are closely inter- 
related or interlocked by membership 
of the leaders in more than one group 
and by their close personal ties. The 
groups are also related according to 
the degree of power each possesses to 
stimulate or compel social action. 

This pattern is not unique. Every 
community has its power structure.’ 
In this Plains county the medical care 
power structure is the strongest element 
in determining health policy. But it 
is an element which leaders of volun- 
tary associations and staff members of 
official health agencies often fail to 
appreciate, or they neglect it in pro- 
posing social action programs. 

We have noted, in observing the ac- 
tion of groups of this structure, that 
some difficulty has been experienced 
because professional and lay groups 
have different perceptions of commu- 
nity health problems and opinions as to 
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ways of meeting them.’? Sources of 
disagreement arise from the interest 
or emphasis placed in the desire to pro- 
tect the population quickly against epi- 
demics, the clinical seriousness of threat- 
ening diseases, provisions of care through 
mass immunization or by individual 
treatment in physicians’ offices, costs of 
medical care and burden of taxes, and 
town rivalries to be first or most bene- 
fited by health programs. 

We also noted that the basic objec- 
tives of public health practice and knowl- 
edge drawn from professional public 
health experience are lacking in the 
policy-making process. The State De- 
partment of Health performs various 
roles in the county, such as consultant 
to voluntary associations, technical ad- 
viser to town councils and the county 
nurse, as well as provides legally re- 
quired routine services. But no public 
health officer or worker serves regularly 
with the community or county groups in 
planning or in helping to resolve prob- 
lems arising from different perceptions 
and conflicts of interests. 

We have also observed that when the 
social structure produces an ad hoc or- 
ganization whose members have only 
temporarily high concern or emotional 
involvement in overcoming a community 
health problem, its life cycle is short. 
The procedure does not develop a con- 
tinuing means or service for preventing 
a repetition of the problem. 

If these hypotheses on individual be- 
havior related to illness, inadequacy of 
the social organization, and the com- 
munity power structure—seen as social 
determinants of health practices—can 
be fully substantiated in Kit Carson 
County and other counties of the Great 
Plains, there is implied a need for a 
permanent, minimal organization to pro- 
vide educational, planning, and admin- 
istrative public health services. In the 
last analysis, the community must de- 
cide this on the basis of its health 
needs, resources, and available assist 
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ance from the outside. We see an in- 
tegrated state-county rural public health 
organization—combining the efforts of 
a supervising health officer and technical 
staff at the state level with broadly 
trained public health workers at the 
county level—as a basis for developing 
new and continuing services in coopera- 
tion with local communities. 
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By reviewing a number of studies of public health nutrition programs in 
rural areas in various parts of the world, the author has summarized 

a number of conclusions reached by social anthropologists. 
Furthermore, having worked in the field herself, Dr. 

Burgess adds her comments and indicates the 


significance of these conclusions. 


NUTRITION EDUCATION IN PUBLIC HEALTH 
PROGRAMS—WHAT HAVE WE LEARNED? 


Anne Burgess, M.B., Ch.B. 


“The Froward Retention of Custom can be as 
Turbulent a Thing as an Innovation"—Francis 
Bacon 


| RECENT years increasing control over 

the communicable diseases has enabled 
the full extent of the problem of malnu- 
trition and its effect on the public health, 
especially in the underdeveloped coun- 
tries, to become more obvious (Burgess, 
1956). 

Wartime experience in Great Britain 
showed that general improvement of the 
health of the child population (as 
measured by sustained increases in the 
height and weight of schoolchildren) 
could be achieved when intensive educa- 
tion was accompanied by national meas- 
ures to insure that the recommended 
foods were easily obtainable and within 
the purchasing power of all. 

This lesson has since been widely ap- 
plied, and programs for the improvement 
of nutrition have usually included some 
form of aid such as free milk, seeds, im- 
plements, and so forth, to complement 
the educational efforts. Nevertheless, the 
desired alteration in food habits and 
child-rearing practices do not seem to 
keep pace with other changes in the life 
of the community. 

Public health workers, impatient at 
the slowness in achieving the necessary 
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cooperation from people who apparently 
need and want to improve their standards 
of living, have sought the help of the 
anthropologist and the educationalist in 
order to bring about desirable changes 
more rapidly. This paper attempts to 
summarize the conclusions reached by 
social anthropologists who have studied 
programs intended to improve standards 
of nutritional health in some rural areas, 
and to describe some of the findings of 
the health education field worker. 

The reports of these studies, while de- 
scribing the ways in which different 
people think about food and health, also 
show the interrelatedness of all aspects 
of the life of a community and emphasize 
the difficulties and dangers of trying to 
change one isolated aspect of this whole 
complex. Where ways of improving the 
educational effort are suggested, these 
naturally vary in detail but have certain 
common features from which possible 
causes of the present slow progress can 
be deduced. 

There are, apparently, two main essen- 
tials for the success of any educational 
venture: (1) an awareness, on the part 
of the educators, of the attitude and skills 
appropriate to their task, and (2) a de- 
tailed knowledge of the economic, social, 
and cultural conditions of the area in 
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which nutrition education is to be carried 
out. 

In countries where the level of literacy 
is high, the native-born health or nutri- 
tion workers have the great advantage of 
thinking along more or less the same 
lines as the people they seek to educate. 
The local food prejudices are common to 
all, and the danger of advocating some 
unacceptable innovation (such as supply- 
ing extra protein to British children in 
the form of frogs and snails) hardly ever 
arises (Jelliffe, 1956). 

The situation in the economically 
underdeveloped countries is, however, 
completely different. A wide gulf—eco- 
nomic, educational, and frequently cul- 
tural—separates the educated health 
workers from the illiterate peasants 
whose nutrition they wish to improve. 
No longer do the educators instinctively 
know what will be accepted without ques- 
tion, nor how their fellow countrymen 
think about health and the prevention of 
ill-health (Freedman, 1954; Foster, 
1951; Mead, 1953). 

Moreover, the majority are doctors, 
nurses, or public health workers trained 
in the theory and skills of public health 
or nutrition, but with little or no training 
in the principles and technics of educa- 
tion (Griffiths, 1957). Not surprisingly, 
it is usually taken for granted that the 
lectures and demonstrations from which 
they learned will be equally effective in 
teaching villagers new food habits 
(Burgess, 1952). 

Although similar basic concepts re- 
garding foods and “folk medicine” are 
found in some regions in Central and 
Latin America (Foster, 1951), and also 
in certain Asian and Middle Eastern 
countries (Ammar, 1954; Freedman, 
1954; Shiloh, 1958), dietary patterns 
and details of general beliefs vary from 
area to area and sometimes from village 
to village. Hence the stress laid on the 
need for detailed study of the particular 
area before any nutrition education is 
planned. Other conditions which seemed 
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to the anthropologists to militate against 
the success of the health or nutrition im- 
provement programs studied are sum- 
marized and discussed here. 

The main difficulties appear to have 
been caused by: 


1. lack of appreciation at the outset of the 
full implications of certain educational pro- 
cedures; 

2. lack of knowledge of the economic and 
practical limitations of the village house- 
hold—coupled with a too rigid adherence 
to, and insistence on, textbook practices; 

3. lack of sympathy with the beliefs, practices, 
and people on which the villager had 
hitherto relied for guidance in health 
matters; 

4. lack of knowledge of the resistances in- 
evitably aroused by advice and instructions 
that appeared contrary to the local beliefs 
about child rearing and the causes of ill- 
health; 

5. lack of adequate explanation of the pur- 
pose and methods of functioning of the 
available health and nutrition services; 

6. lack of cooperation, at administrative and 
community levels, among the personnel of 
the various services; 

7. lack of scrutiny and testing of educational 
material to make sure that it conveyed the 
message intended and was easily under- 
stood by those to whom it was addressed; 

8. lack of appreciation of the relative use- 
lessness of a scheme imposed from above, 
as compared with the effectiveness of be- 
ginning with something in which the 
villager was interested and prepared to co- 
operate—even if it was not directly con- 
nected with nutrition. 


Discussion 


(1) Lack of appreciation, at the out- 
set, of the full implications of certain 
educational procedures—School gardens 
are frequently encouraged in an attempt 
to introduce and accustom the young to 
a more varied and nutritious diet. The 
anthropologists suggest that they are 
more likely to fulfill this purpose if the 
homes from which the children come 
have already the space required for home 
gardens, the means of controlling the 
domestic animals which all too frequently 
wander at will in and around the houses 
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and streets, the wherewithal required 
for cooking, preserving and storing the 
new foods, and if the parents are at the 
same time being taught how to make the 
best use of the foods grown (Kelly, 
1956). 

Similarly, school meals, or the provi- 
sion of free meals to children, will be 
more valuable educationally if the par- 
ents are invited now and then to partake 
of the food their children are learning to 
enjoy or, better still, can become at least 
partly responsible for the preparation 
and serving of the meals to the children 
(Kelly, 1956). 

An account of a school-feeding pro- 
gram carried out in a rural area in Iran 
confirms the value of the last suggestion 
(WHO Report 1959). 

A critical report (Hayden, 1954) of 
a pilot project in community develop- 
ment carried out on a small island in 
the South Pacific shows (among other 
things) the danger of lack of foresight 
about the probable results of a multi- 
purpose approach. The preliminary sur- 
vey disclosed that only one child under 
five years of age had died in the two 
years preceding the survey. Notwith- 
standing this unusually healthy record, 
the mothers were exhorted to change 
their child-rearing practices, to wean 
their babies at the “proper time—nine 
months,” and to cultivate more regular 
sleeping and toilet habits in their chil- 
dren. Moreover, another part of the gen- 
eral development plan was to introduce 
the growing of rice as an additional crop. 
What the ultimate effect of these two in- 
novations—if adopted—would have been 
on the health of the children (especially 
if the introduction of a rice mill had 
been a further step in this planned 
progress) is not hard to imagine. 

On a wider scale, it was found in India 
that the expansion of successful com- 
munity development pilot projects 
carried out (with resulting agricultural 
and nutritional improvements) could not 
proceed unless changes in the land tenure 
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system could also be achieved (Converse; 
1951). 

(2) Lack of knowledge of the eco- 
nomic and practical limitations: too 
much insistence on textbook procedures 
—In some areas cookery classes or 
demonstrations held in a health or social 
welfare center proved more popular with 
the well-to-do women than with the 
mothers of families most in need of nu- 
tritional improvement. In these circum- 
stances, the setting and utensils used had 
little resemblance to those found in the 
poorer homes, and the women could not, 
in fact, put into practice the methods 
they were being taught (Freedman, 
1954; Kelly, 1954). 

Elsewhere it was found that simple 
demonstrations in the home, showing 
how familiar meals might be improved, 
are appreciated and effective (Foster, 
1951). 

In Malaya and Indonesia, doctors and 
nurses—ignoring or unaware of the fact 
that the sale of an egg will provide 
enough money to feed the entire family 
on dried fish or cereal for that day 
—have repeatedly exhorted poverty- 
striken mothers to let their children eat 
these valuable marketable goods (Freed- 
man, 1955). Similarly, in many parts 
of the world much effort has been wasted 
instructing mothers, who cannot tell time 
by the clock, to feed the baby “regularly 
every four hours” (Burgess, 1955; Fos- 
ter, 1952), and much harm done by 
insistence on weaning “at the proper 
time—nine months” when no suitable 
protein food other than breast milk is 
available, and the family food is too 
coarse and highly spiced for the child’s 
immature digestive system (Platt, 1954). 

Again, in rice-eating countries where 
beri-beri is a problem, highly-milled rice 
is preferred to undermilled, and the rice 
is usually washed several times before 
it is cooked, thus causing a further loss 
of the essential vitamin B,. Educational 
efforts are constantly being made to per- 
suade the women to reduce the number 


1717. 


|| 
« 


of times of washing the rice and so con- 
serve some of the remaining vitamin. 
These efforts are not on the whole suc- 
cessful, for if rice of a certain con- 
sistency and flavor is desired, and the 
culinary facilities are extremely limited 
(as is the case in most rural peasant 
homes), then “good-tasting” rice can 
only be achieved by thorough washing in 
several waters, before cooking. 

(3) Lack of knowledge and sympathy 
with the beliefs, practices and people on 
which the villager has hitherto relied in 
matters of health, and (4) the resistance 
aroused when these are neglected—For 
the purpose of discussion these two sub- 
jects are practically impossible to sepa- 
rate and are therefore considered to- 
gether. 

In their reports, the anthropologists 
repeatedly stress the need for some 
knowledge of, and respect for, the local 
beliefs about the causes and prevention 
of ill-health, and particularly the reason- 
ing behind the permissible combinations 
or the incompatibilities of certain foods. 

For example, where worm infestation 
is general among the child population, 
mothers are apparently more concerned 
about this aspect of child health than 
any other, and are usually prepared to 
cooperate willingly in any curative pro- 
cedure to deal with this easily recog- 
nized menace to the child’s health. 

But rapid acceptance of advice, based 
on scientific knowledge, on the preven- 
tion of “worms” must not be expected. 
The frequently found beliefs as to the 
capacity of some foods to “cause worms” 
or “disturb the worms” are not isolated 
ideas, easily discarded. As every anthro- 
pological report implies, they are part 
of a whole body of traditional knowledge 
about human anatomy and physiology, 
health and disease, life and death (Read, 
1948). “On an explicit cognitive level, 
food distinctions and assessments are a 
frame of reference for daily food habits, 
a reference guide to the diagnosis of ill- 
ness, a set of proscriptions for prevention 
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and a set of prescriptions for cure. And, 
on an implicit or below consciousness 
level, they form part of the nonreasoning 


endowment with which the villager 
learns to respond to food, health, and ill- 
ness” (Wellin, 1954). Until the mother 
bases her daily “do’s” and “don’t’s” to 
the child on scientific rather than tradi- 
tional knowledge, such beliefs will per- 
sist, though her actual behavior may 
become modified for other reasons. 

Twenty-five years ago this writer, like 
many before her, began trying to dispel 
the belief that fish and eggs could not 
be given to preschool Malay children 
because these foods would “cause 
worms.” This belief still exists in rural 
Malaya today, but the mothers do not 
now withhold these valuable and avail- 
able sources of protein from their young 
children. They argue: “What does it 
matter if the child gets a few worms, we 
can buy good ‘worm medicine’ from the 
shop” (McArthur, 1959). 

To the anthropologist, this does not 
seem strange. Foster (1958) reviewing 
past experience, writes: “The evidence 
overwhelmingly indicates that popular 
disease theory changes extremely slowly 
but, given the pragmatic and essentially 
empirical attitude of most people, medi- 
cal practices and behaviour can be 
changed very quickly. ‘Seeing is believ- 
ing.’ even if not understanding.” 

It has frequently been advocated that 
the distribution of skim milk should be 
used as a focus for nutrition education. 
Where milk is a customary food, this is 
certainly wise. But where milk is not 
habitually given to children, or is un- 
acceptable to adults, the underlying rea- 
son for its unpopularity must be sought 
before any education is attempted. When 
a suitable compromise which will permit 
its use has been found, and the accom- 
panying education adapted to local con- 
ditions, the demand for milk usually in- 
creases (Cassell, 1957; Dorolle, 1953; 
Freedman, 1956; Mead, 1953). 

Education based on the use of milk 
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has suffered in the past from the fact 
that the communities most in need of 
this additional food do not have the 
knowledge nor the facilities for the 
preparation of a safe uncontaminated 
liquid milk. Mothers have complained 
that the milk makes their children ill, 
and confidence in the value of the food, 
and the education, has been undermined. 
In communities such as Wellin (1954) 
describes, boiling of milk and _ boiling 
of water are carried out for different 
purposes and have no connection in the 
people’s mind with each other, or with 
the destruction of possible contaminating 
organisms. Milk is boiled to remove its 
“coldness,” and water is boiled to make 
it a suitable fluid for use in illness or 
convalescence, and its taste is usually 
disliked because of the association with 
ill-health. Here, and elsewhere, the best 
all-round compromise is that advised by 
most child health specialists today—that 
the milk powder should be added to and 
cooked with the familiar gruel or cereal 
porridge given to young children in most 
cultures (Jelliffe, 1955). 

Wherever possible, however, the use 
of a familiar and locally available food 
is preferable, especially for the older 
children. One part of the pilot project 
already mentioned (Hayden, 1954) was 
a midday meal for schoolchildren, and 
skim milk was provided. As long as the 
milk was provided free, the children, 
after a reluctant start, obediently drank 
this unfamiliar fluid. When a small sum 
was charged daily, the true “accepta- 
bility” of the milk was revealed. It was 
successfully replaced by an_ excellent 
soup made from the abundant fish and 
some local vegetables, and prepared by 
the recently organized committee of 
women who continued to do so with con- 
siderable tenacity after the team had left 
the island. . 

Where local beliefs and_ prejudices 
have been taken into account by pedi- 
atricians and health workers, parents 
have not hesitated to cooperate—with 
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beneficial results for the children. 

One pediatrician reports: “In a West 
Bengal rural child welfare clinic, it ap- 
pears that this (the treatment of children 
recovering from diarrhoea) is best 
achieved by adopting three local dietary 
remedies, which appear to coincide ex- 
actly with the scientific viewpoint .. . 
the carbohydrate chira mondu (hand- 
mashed flat rice), and as the pectin food, 
a sherbet made of the Indian wood 
apple (aegle marmelos) ... (and) dilute 
lassi (acid buttermilk). . . . The butter- 
milk, being both acidified and defatted 
and a tonda (‘cold’) food is particularly 
suitable from all points of view” 
(Jelliffe, 1956). 

The Health Division of UNRWA has 
found that, in the homes of the Arab 
refugees in Jordan, the use of rice water, 
as “boiled water,” and tea with sugar is 
a familiar and reliable way of providing 
the fluids necessary in the first stages 
of infant diarrhea—while the traditional 
labaneh (a form of yoghurt) made with 
skim milk provides a safe and acceptable 
basis of further treatment (WHO Report, 
1958). 

A number of local remedies such as 
rubbing and massage, poulticing the 
abdomen, giving infusions, and some 
customs such as the selection of special 
days for going to hospital, or taking 
medicine, need not always be condemned 
(Adams, 1951; Freedman, 1956; Jelliffe, 
1956). It is more than likely that they 
will be carried out anyway, if the child 
does not make a quick recovery, and that 
is rare where malnutrition is concerned. 
Moreover, a sympathetic attitude to such 
practices tends to increase the confidence 
of the people in the trained doctor’s com- 
petence to deal with the different mala- 
dies of childhood, including malnutrition 
(Adams, 1951; Foster, 1951; Freedman, 
1957; Wellin, 1954). 

Several factors seem to operate in 
favor of the acceptance of nutrition edu- 
cation in different parts of the world. 

In Central and Latin America, food is 
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valued as conducive to good health and 
strength, and there is a real desire to 
eat well if funds permit and to spend 
any extra money on food (Freedman, 
1957) rather than on clothes or jewelery, 
as happens in parts of Indonesia (Freed- 
man, 1954), or on cattle or land, as in 
Africa (Read, 1948). 

Some traditional systems of medicine 
contain a definite recognition of personal 
responsibility in the avoidance of ill- 
health (Adams, 1951; Shiloh, 1958; 
Needham, 1959). This attitude of mind 
is more favorable to the educator than 
one which tends to ascribe all misfor- 
tunes to the will of Allah or some other 
deity, or values religious merit for the 
old more than the nutritional health of 
the young (Burgess, 1950). 

In at least some parts of Central 
America there seems to be a_ useful 
empiricism in the mother’s attitude as 
to what her child can and cannot eat. 
Each child in the family is treated in- 
dividually in this respect, and food is not 
withheld from one child because it ap- 
peared to disagree with another. The 
pregnant woman is encouraged to eat 
well and to drink strengthening gruels 
during lactation (Freedman, 1956). 

Here also, the frequently expressed 
anxiety of the mother as to whether the 
breast milk will “come,” and the belief 
that if the child suckles too vigorously 
the supply will give out—a fear which 
leads her to give the baby some other 
food during the early months of lactation 
—might be used to encourage an interest 
in nutrition education during the ante- 
natal period (Freedman, 1956). 

The possibility of enlisting the coop- 
eration of the locally valued health edu- 
cators, the various types of “curers”— 
including the important “specialist” in 
child health the midwife, and the local 
pharmacist—should not be dismissed 
lightly (Foster, 1958; Wellin, 1955). 
In so far as scientific medicine threatens 
their prestige and livelihood, they are 
likely to undermine rather than reinforce 
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any education which casts doubts on 
their practices. There is, moreover, evi- 
dence to show that they are ready to 
accept and use new ideas in the form of 
drugs or injections and might welcome 
further knowledge which enabled them 
to practice more successfully in the vil- 
lages (Wellin, 1955). 

At the present time, a good deal of 
research is being carried out in different 
parts of the world to find new cheap 
sources of protein which are locally 
available, and can be made suitable for 
the young child. The results so far sug- 
gest that where the new food is cheap 
enough, can be easily obtained, and 
introduced into the dietary pattern with- 
out any major change in the habitual 
methods of food preparation or consump- 
tion, it is readily accepted and used.* 

(5) Lack of adequate explanation of 
the purpose and functions of the avail- 
able health services, or the provision of 
unpopular services—The failure of rural 
peasant communities to understand, and 
the resentment created by health facili- 
ties which do not provide treatment as 
well as measures for the prevention of 
ill-health, was first authoritatively de- 
scribed by an anthropologist (Foster, 
1951). The experiences and reactions 
he describes are not limited to Latin 
America, but have occurred in many 
parts of the world (Adams, 1951; Freed- 
man, 1954; Freedman, 1957; Marriott, 
1953: Mead, 1953; Koos, 1954; Wellin, 
1955). 

At an international seminar attended 
by directors of child health from many 
countries now building up their Public 
Health Services it was agreed that “at 
the moment, it was essential for the 
maternal and child health services to 


* For further discussion of the preparation, 
introduction and acceptance of new protein- 
rich foods for children see “Malnutrition and 
Food Habits,” report of a multidisciplinary 
conference organized by the Josiah Macy Jr. 
Foundation (New York), and the World Fed- 
eration for Mental Health (London), in 
Cuernavaca, Mexico, September, 1960 (in 
press). 


VOL. 51, NO. 11, A.J.P.H. 


carry out curative activities, and that 
the concept of the exclusive ‘well-baby 
clinic’? . . . was both unpopular with 
the people and impracticable until the 
level of child health became higher” 
(WHO Report, 1958). The child with 
malnutrition is often first seen at the 
MCH center and an ailing child cured 
is one of the most convincing forms of 
nutrition education, and a sound founda- 
tion for further progress toward the 
acceptance of new or unfamiliar foods 
in the child’s home. 

It has been found, however, that 
qualities other than technical efficiency 
are important from the villager’s point 
of view, and determine the extent of 
the influence of the medical and health 
services. 

The instructions in the Quran to “. . . 
take counsel with them in the affair” 
for “hadst thou been rough and rude of 
heart they had dispersed from around” 
still hold good (El Bedri, 1959). No 
matter how strong the mother’s anxiety, 
or her desire to see her child’s health 
improve, she cannot but be daunted by 
an uncongenial atmosphere in the clinic 
or hospital where she seeks advice. Too 
much haste, failure to examine the child 
properly according to the mother’s stand- 
ards, lack of clear and adequate explana- 
tions of what she is to do, failure to 
prescribe medicine for a sick child, and 
ridicule of the mother’s homely remedies 
are all resented, and militate against the 
possibility of educating the mother 
whose child is perhaps on the verge of 
grave malnutrition (Foster, 1951; Freed- 
man. 1957; Wellin, 1955). 

Where it is possible to admit the 
mother of a sick child to a hospital with 
the child, this experience is a real and 
rewarding education for the mother. and 
ultimately for the other women in the 
village to which she returns with her 
child (Robinson and Hecht, 1956). Else- 
where an alteration in the visiting hours 
might enable the mother to see for her- 


self how the child is being fed, and an 
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interview with the doctor in charge 
would provide an opportunity for her to 
learn what to do when the child is well 
enough to go home (Freedman, 1957). 

(6) Lack of cooperation, at admin- 
istrative and community levels, among 
the personnel of the various services— 
This is a common problem, not only 
among those working in rural peasant 
communities. In Great Britain, for ex- 
ample, nutrition education for a mother 
and her preschool child may, or may not, 
be carried out by various medical au- 
thorities as well as by the radio, press 
and television, and the advertisers. There 
is no universally established means of 
insuring that the “facts” taught by one 
person or agency will agree with those 
taught by any other—and experience 
has shown that especially on the subject 
of infant feeding, the mother is likely to 
receive a number of contradictory in- 
junctions. 

Where definite personal efforts have 
been made to establish good working 
relationships between the different medi- 
cal authorities, continuity of care and 
education has been achieved and the 
mother’s confidence reinforced (Morris, 
1955). 

In countries at present developing 
their health and welfare services, the 
potential nutrition educators (public 
health workers, home economists, teach- 
ers) may have been trained in different 
schools, or even in different countries, 
and their ideas on child feeding and 
weaning, for example, may vary in de- 
tail. The details may not be important 
from the point of view of the general 
health of the child, but they are most 
confusing to the villager. Auxiliary per- 
sonnel such as sanitarians or assistant- 
midwives may not have received any 
training in nutrition at all, but they, and 
the humblest servant in the health cen- 
ter, will certainly be consulted by the 
people—if only to explain the advice and 
instructions of the less approachable doc- 
tor or nutritionist. 
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An essential step in any nutrition im- 
provement program is, therefore, the 
establishment of some means whereby the 
content of the education to be carried out 
can be discussed and defined, and made 
known to all members of all the services. 

An arrangement of this sort, which 
allows the personnel of different services 
to meet occasionally and get to know 
each other, may have other beneficial 
results. One anthropologist working with 
a health project was asked to seek the 
reason for the nonattendance of the vil- 
lagers at the health center. In the end, he 
found that the difficulty lay with the 
members of project staff themselves 
(Adams, 1954). 

(7) Lack of scrutiny and testing of 
educational material — Dissatisfaction 
with the response to nutrition and health 
education, in terms of changes in food 
and health habits, has stimulated a grow- 
ing interest in the whole problem of how 
people learn, and the comparative effec- 
tiveness of different educational methods 
and teaching aids. 

Knutson (1952, 1953, 1953, 1955) in 
the United States and Burton (1954, 
1958, 1958) in England, describing the 
general principles underlying the use of 
audiovisual aids, emphasize the influ- 
ence of the viewer's own background 
and experience in his interpretation and 
understanding of any such media, and 
the need to try out any material on a 
representative audience before it is used 
widely. Others, writing about the use of 
specific media,* also stress the need for 
careful preliminary testing and subse- 


* Useful material on all aspects of the 
preparation, use and evaluation of different 
educational aids, and on various educational 
methods can be found in the regular issues of 
the Health Education Journal, Central Coun- 
cil for Health Education, London; The In- 
ternational Journal of Health Education, 3 rue 
Viollier, Geneva; Fundamental and Adult Edu- 
cation Journal, UNESCO, Paris: and in 
“Teaching Better Nutrition,” FAO, Rome; and 
Public Health Monograph No. 8 “Pretesting 
and Evaluating Health Education,” Public 
Health Service, Publication No. 212, Washing- 
ton, D. C. 
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quent adaptation of any educational aid 
before it is finally produced for wide 
distribution and use, as well as later at- 
tempts to evaluate its effectiveness. 

A great deal of nutrition education is 
carried out among illiterate populations. 
The inappropriate use of some posters 
displayed in many maternal and child 
health centers, and the incomprehensi- 
bility of some nutrition demonstrations 
in rural areas have aroused comment 
and some useful suggestions (Foster, 
1951: Freedman, 1954; Jelliffe, 1955). 
Health and nutrition workers everywhere 
are now giving a good deal of thought to 
the choice and effectiveness of various 
educational methods (Bond, 1958; Bur- 
ton, 1958; Clark, 1958; Derryberry, 
1958; Rosenstock, 1959) and to the pro- 
duction, pretesting, and evaluation of 
teaching aids (Holmes, 1958; WHO/ 
FAO Report, 1956; WHO Report, 
1959). 

In Natal, Ward and Jacob (1959) 
found that “Cultural beliefs were a 
highly significant factor influencing in- 
terpretation” of a variety of health and 
nutrition posters shown to groups of 
African and Indian women, and that 
the size of the group was also important. 
The smaller the group the greater the 
cultural influence on the interpretation 
of the poster. 

The findings of the Health Education 
Department of the Ministry of Health, 
Province of Egypt, United Arab Repub- 
lic, on the use of posters, films, and other 
educational media are fairly typical of 
the kind of knowledge that can and has 
to be acquired if educational efforts are 
to succeed. They are summarized in the 
report of an International Seminar on 
Health Education held in Tehran in 
1958 (WHO Report 1959). 

Tt was found that in the rural areas: 
a. Posters are useful, provided that they are 

given into the hands of the people and left 

with them to study at leisure; 

b. It is better, especially in schools, when 
showing a film, to give an explanatory lec- 
ture after the film rather than before; 
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c. An instructive film which is entertaining in 
itself is more effective than a purely in- 
structive film accompanied by a purely en- 
tertaining film; 

d. Written material should be supplied only 
to the local leaders, and not directly to the 
people, except for children above the third 
school year; 

e. A health calendar, designed to carry health 
information to the small farmer by means 
of a drawing, unaccompanied by a written 
text, proved disappointing in its effect. The 
illustrations conveyed little to the majority 


of the villagers (WHO Report, 1959). 


The same seminar agreed “that in the 
production of visual material, meticulous 
care is necessary in every small detail, 
as well as a thorough understanding of 
the mentality, customs and values of the 
people for whom it is intended; and that 
more study of the reactions of illiterate 
people to ‘pictures’—posters, photo- 
graphs, filmstrips and films—is needed.” 

(8) Lack of appreciation of the effec- 
tiveness of beginning’ with something in 
which the villager was interested—even 
if it was not directly connected with nu- 
trition—For several reasons this is prob- 
ably the least easily accepted comment 
made by the anthropologists and educa- 
tionalist on nutrition or health improve- 
ment programs. Our own cultural 
background, with its accent on competi- 
tive speed in most aspects of life and on 
quantitative gains or losses, makes it dif_i- 
cult for us to believe that in qualitative 
changes, the race is not always to the 
swift. Moreover, many administrators of 
health or nutrition programs are medi- 
cally trained and have retained the cus- 
toms and attitude of the responsible 
authority, who makes a diagnosis and 
orders the necessary treatment. It is 
natural that they should bring this same 
attitude to the problem of dealing with 
the ill-health of a community, and hard 
for them to realize that, at the outset, 
they may have little prestige or place in 
the village culture. 

Unhappily also, their diagnosis and 
proposed treatment of the ills and needs 
of the community are usually quite dif- 
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ferent from those of the people them- 
selves (Manuwa, 1953; Sower, 1955). 
A team of public health workers, carry- 
ing out a malaria control program in the 
heart of Africa, tried to enlist the help 
of the villagers. They explained care- 
fully that they had come to get rid of 
the mosquitoes—a nuisance and a 
menace to the health of everyone—and 
were told: “But it is not the little mos- 
quitoes that trouble us, it is the ele- 
phants, who ruin our crops. Help us to 
kill the elephants and afterwards, if 
you want, we will help you to kill the 
mosquitoes.”* Similarly, attempts to per- 
suade the members of an Egyptian vil- 
lage community to build a well in order 
to safeguard their health were successful 
only after it had been pointed out that 
the treasured buffalo, on whom the whole 
working life of the family depended, 
would no longer risk breaking its leg on 
the muddy banks of the river—an all too 
familiar tragedy (WHO Report, 1959). 
Elsewhere, classes in nutrition, part of a 
rural health and welfare program, were 
ignored by the poorer members of the 
community, but an eager interest was ex- 
pressed to the anthropologist in learning 
to “do addition,” to “tell the time by the 
clock,” and to read and write. Literacy 
classes proved a success and the begin- 
ning of wider interests (Kelly, 1954). 

The following statement explains why 
health or nutrition improvement plans 
so often meet with little enthusiasm at 
first. It is taken from a description of 
how a typical poverty-striken, mal- 
nourished, apathetic community, heavily 
infected with schistosomiasis, was helped 
to organize its own preventive measures. 
“Few people realized they were sick as 
most of them did not know what it was 
to be well... . Furthermore, since 
most of them were ignorant of the causes 
of the diseases and attributed sickness 
variously to the alterations of cold and 
heat, to the contrast of cold and warm 
foods ingested at the wrong moment, or 


* Reported at a WHO conference in Africa. 
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to supernatural forces—among them 
‘the will of God’ and . . . ‘the evil eye’ 
—they did not see the need or value of 
changing their patterns of sanitary life.” 
At the outset, the people felt that their 
greatest needs were electricity and trans- 
portation to the town, medical services, a 
water supply, a shopping center and 
work opportunities—in that order, and 
the majority thought that only “Govern- 
ment” could take the necessary initia- 
tive to get something done. Beginning 
with six couples, fortnightly discussions 
centered around these problems. Educa- 
tion about health matters was slowly 
introduced, and in three years much had 
been accomplished—including women’s 
clubs for the teaching of home eco- 
nomics, and a food cooperative (Hol- 
landa, 1959). 

This is only one of an increasing num- 
ber of accounts of successful community 
development of health and welfare pro- 
grams. Most of them mention the people’s 
lack of awareness of their nutritional 
deficiencies. All confirm the wisdom of 
a slow beginning, with much discussion 
and explanation, and the benefit, in 
terms of sustained cooperative effort, of 
starting with something chosen by the 
people themselves, or with some not too 
unfamiliar activity. 

Similarly, agricultural education is 
likely to proceed smoothly if it begins 
slowly, with simple improvements in 
known agricultural technics within the 
power of the farmer to put into practice 
easily, rather than with radical changes 
such as the introduction of complicated 
machinery and the cultivation of entirely 
new crops (Erasmus, 1952; Kelly, 
1956). 

If it is agreed that the evidence points 
to the fact that one of the essentials for 
a successful nutrition improvement pro- 
gram is a detailed knowledge of the area 
of work, the question arises: “How can 
nutrition workers acquire this vital 
knowledge?” 

Sometimes he or she may take part in 
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the comprehensive preliminary survey 
which has to be made to determine the 
nature of the nutritional element in the 
general public health problem of the 
community (Rao, 1959; Scholes, 1954). 
But if this is not possible—“The anthro- 
pologist finds that an initial period of 
living in a village, where everyone is 
aware of how he lives and eats and sleeps 
and washes, and where he takes part in 
whatever is happening in the village, 
greatly helps to break down, in 99 cases 
out of 100, the initial mistrust felt by 
villagers for an outsider. It does more, 
for it disposes the village people to co- 
operate with him in whatever he wants 
to do or to discover” (Read, 1957). 

The writer found that quite a short 
time spent living in a Malay village 
changed her approach to some of the 
education she had been carrying out in 
rural maternal and child health clinics. 
Some of the child health practices ad- 
vocated had to be amended, or discarded 
altogether—either because they were 
now seen to be impracticable in the 
actual environment, or relatively un- 
important when viewed against the gen- 
eral health needs of the family as a 
whole. 

To include this experience in the train- 
ing or apprenticeship of all potential nu- 
trition field workers is today the aim of 
those responsible for raising the stand- 
ards of nutritional health of the mal- 
nourished communities in different parts 
of the world. In countries now building 
up their public health and welfare serv- 
ices, field experience is a normal part of 
the training of some categories of public 
health personnel (WHO, 1958; Weber, 
1958). 

In the older universities and teaching 
schools, social scientists are contributing 
more and more to the training of doctors, 
nurses, nutritionists, and other health 
workers (United Nations, 1957). “To 
the extent that graduates of such schools 
can be indoctrinated in the social science 
concepts and methods, their work in in- 
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tercultural situations should be more 
effective” (Foster, 1958). Most nutri- 
tion education today takes place in “in- 
tercultural situations,” even where it in- 
volves fellow countrymen. 

“But the test of truth in matters of 
practice lies in the facts of life, for it is 
in them that the final authority resides” 
(Aristotle). The “facts of life”—nutri- 
tion education programs that have been 
functioning long enough to permit a 
periodic evaluation of the results—are 
hard to find. Outstanding are the ac- 
counts of the work of the Pholela Family 
Health Service (Kark, 1952) which show 
what can be done with time, vision, and 
well trained staff. Here, groups of fami- 
lies received curative and preventive 
services from teams made up of a family 
doctor, a family nurse, and a community 
health educator. The educator was 
usually an African health assistant who 
had received some training in anthro- 
pology and the psychology of education. 
Over the years, people slowly began to 
grow and eat a large variety of vege- 
tables, to drink milk (despite a strong 
taboo on the drinking of milk by women) 
and to eat eggs more frequently. “In the 
course of twelve years the infant mor- 
tality dropped from 276 to 96, kwash- 
iorkor all but disappeared from this area 
and the average weight of babies at one 
year had increased by two pounds. This 
trend, as far as was known, was not 
occurring elsewhere in the country, and 
in fact, in neighboring areas where the 
Health Center provided only medical 
care but no community health education 
program, no such changes were dis- 
cernible” (Cassell, 1957). 

Health assistants with some training in 
the principles of anthropology and edu- 
cation are indeed “an Innovation” and, 
it appears, an effective one. Where nutri- 
tion education has proved disappointing 
in the past, could it be that the field 
workers’ “retention of Custom” has been 
as “Turbulent a Thing” as that of the 
villagers? 
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A political scientist looks ahead at the development of personal care services 
(public health, welfare, mental health and retardation, correction) in 
state government and suggests a fresh approach. It is always of 

interest to see ourselves as others see us, and readers concerned 

with the problems discussed by Dr. Frost are urged to 


reflect on his comments. 


STATE PERSONAL CARE SERVICES 


OBSERVATIONS ON THE ORGANIZATIONAL FUTURE 


Richard T. Frost, Ph.D. 


M°° is written of spectacular changes 
on the horizon of public care serv- 
ices. Progress in biochemistry’s knowl- 
edge of mental retardation, or successful 
experiments with group therapy tech- 
nics in some correctional institutions 
are examples. Yet the literature in 
social welfare reveals one disturbing 
fact. Whereas pioneering attitudes, 
fresh new approaches, and a steady rise 
in the professionalism of staffs are com- 
petently reported, much less is written 
of the meaning of these developments for 
the governmental arrangements which 
will either help or retard their success. 

Like the substance of programs ad- 
dressed to societal ills, governmental 
organization patterns have a discernible 
obsolescence rate. It is, however, much 
slower, largely because of “political” 
factors in the good sense of the word 
politics. All agencies have clienteles 
which have created a vested interest in 
stability. No one who sets out to re- 
examine administrative workways can 
ignore this fact. At the same time, 
broad new programs which reflect basic 
change in professional approach should 
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have an important impact on organiza- 
tional patterns. 

The following observations are ad- 
dressed to one of the major organiza- 
tional characteristics of public care 
services—the policy-making board of 
laymen as agency or institution director. 

State officials know that basically new 
approaches cannot be managed with 
yesterday’s governmental devices. This 
is not to say that the administrative in- 
struments of a previous era were not 
precisely appropriate; but presumably, 
newer instruments will be needed to 
meet the necessities of new programs. 
What are the characteristics of personal 
care services in the future? What tools 
will be needed by public administration 
in the states? 


Character of Future Programs 


1. There will be a continuing and 
rapid change in knowledge and _ tech- 
nics, and in the numbers and kinds of 
people who will be needed to staff care 
services. 

2. Problems will increasingly overlap 
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functional boundaries within state de- 
partments, among state departments, and 
between state and local units. More- 
over, public and private responses will 
be meshed even further. 

3. The public institution will dimin- 
ish in importance and take its place as 
one point on a full circle of services 
which begins in the community and 
ends there as well. 

4. The previous three characteristics 
indicate that there wili be an unprece- 
dented need for citizen participation on 
a broad scale, especially in the roles 
of public interpretation and community 
involvement. 

These characteristics should startle no 
one. Consider for a moment the radical 
change in discharge and length-of-stay 
patterns in mental hospitals since the 
advent of tranquillizer drugs, or the 
success of special classes for retardeds 
in the public school districts where 
progressive states have encouraged 
them. Consider the multiproblem family 
which is now identified by welfare agen- 
cies which bring a number of services 
to bear rather than the treating of 
each malady in a separate way. 

Forces of isolation always present in 
departments of government are giving 
way to cooperative ventures by inter- 
departmental committees or even inte- 
gration of personal care services under 
one department. 

Hospital wards and prison compounds 
will hardly be empty tomorrow— -popu- 
lation increases will see to that; but 
a net decline in hospital populations 
can be expected and a refinement of 
probation and parole standards could 
slow the rate of increase in prison popu- 
lations. 

Too many millions in public funds 
have been invested to suggest abandon- 
ing our big public institutions. This is 
not the point. The future indicates that 
new institutions must be smaller and 
nearer to the sources of their clientele. 


Hopefully, new beds and wings will 
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not be added to oversized colonies situ- 
ated in rural areas. Most institutions 
now built can be used effectively as 
way stations in a treatment route which 
originates in community facilities near 
the home and terminates there also. 
They will cease to be the end of the 
road for hundreds of thousands of un- 
fortunates who either cannot or will 
not live in the open society. 


Administering Care Services 


Over the country, administration of 
mental health, retardation, and correc- 
tional institutions indicates a fairly con- 
sistent evolution of organizational ar- 
rangements. All states are in some stage 
of this evolution which runs from: 


A. Wholly independent institutions, each 
reporting directly to the governor and/or the 
legislature, which are managed by a single 
administrator—often a political appointment— 
or by a board of trustees or managers of non- 
professional and nonpaid laymen; to 


B. A loose federation of most or all institu- 
tions under a state board which sets “general 
policy” (in this stage, local boards are oc- 
casionally retained although their exclusive 
powers are presumably circumscribed to fit the 
newer arrangement) ; to 

C. Direct, central state control over institu- 
tions with a state agency headed by an all- 
powerful board or commission or, more re- 
cently, a single administrator appointed by, 
and responsible directly to the governor, often 
with an advisory board. 


Several examples of these stages are 
in order. Connnecticut, Arizona, Arkan- 
sas, Mississippi, and New Hampshire 
administer correctional institutions by 
separate local boards of trustees report- 
ing directly to the governor and legis- 
lature. 

Kansas merges its mental health, re- 
tardation centers, juvenile industrial 
homes, and welfare programs under one 
three-member state policy-making board 
which appoints a director of social wel- 
fare. Wisconsin, likewise, merges mental 
hospitals and welfare programs and in- 
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tegrates correctional institutions as well. 
A nine-member Board of Public Welfare 
appoints a director of public welfare and 
the “Board shall be regulatory, advisory, 
and policy-forming, but not administra- 
tive or executive.”* 

New Jersey is an example of the ex- 
clusive power a board often holds. The 
State Board of Control over all mental 
health, retardation, and correctional in- 
stitutions, as well as welfare programs, 
is given “complete and exclusive juris- 
diction, supreme and final authority.” 
That state also retains the older local 
boards over the institutions, giving them 
“management, direction, and control” 
powers “subject to the ultimate author- 
ity of the Board of Control.” (One might 
report, parenthetically, that this all-too- 
general arrangement has caused confu- 
sion and conflict between Trenton and 
the field for many years.) 

This evolution depicts a combination 
of political, professional, and lay con- 
trol over state personal care services. 
Such a combination was not imposed as 
a one-time comprehensive plan for ideal 
government. It grew up over the years 
in response to historical phenomena in- 
fluencing government. Since then, it 
has attained theoretical strength gen- 
erated by argument over the best organi- 
zation for these services. It is the 
opinion of this writer that the basic 
historical defense of lay boards is largely 
obsolete while the theoretical is still 
timely and useful. Let me explain. 

Lay boards with administrative con- 
trol came into American government 
in the middle of the 1800’s. They came 
in response to a serious social illness— 
the almost unbelievable depths of incom- 
petence and dishonesty to which state 
and local governments had fallen. Re- 
lationships between the knowledge pub- 
lic positions required and the particular 


* Wisconsin is apparently able to separate 
these roles in daily practice, although there 
must be a certain amount of tiptoeing on the 
part of board and director at times. 
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incumbents were indeed hard to find. 
The public trough was open to all who 
would play the game—rich and poor 
alike.+ 

This period in governmental history, 
boiled on through the turn of the cen- 
tury and, diminishing under the impact 
of major reform, up through our times 
as well. Most states have developed 
administrative competences unknown to 
that era, and some are comparable to 
any large organization—public or pri- 
vate. Yet, state government in America 
has never really recovered from the 
dark days of abuse. 

The lay boards and commissions were 
established mainly to remedy the evils 
of improper politics whose real victims, 
of course, were the poor souls in public 
institutions incompetently managed. The 
horror stories are well known and need 
no exemplification here. 

The growth of these boards was rapid. 
Allen Richards reports: 


Every time a new law was passed, a new 
undirected board was created. In 1919, New 
York State had 116 independent authorities, 
Minnesota 75, Illinois 100, Massachusetts 61, 
and Idaho 42—all exclusive of constitutionally 
created elective officers.1 


Hundreds upon hundreds of these 
boards are still in office in the states. 
The 1950 study by the Council of State 
Governments showed that in a sample of 
only 21 states, there were 310 major 
departments under the direction and 
control of a board or commission.” 

The historical reason for boards over 
service departments is fast waning. 
Many reasons come to mind: 

1. Administrative problems inherent 
in large service departments today are 
wholly different from the days of a 
handful of institutions which were 
largely custodial. The use of compre- 
hensive, executive budgets; central pur- 


+ The record shows that when Boss Tweed 
a to jail, it was Mr. Jay Gould who bailed 
im out. 
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chasing and property systems; effective 
civil service programs; central statistics 
and planning agencies; directorships of 
administration at state level—all of these 
are merely examples of a world un- 
known to those who originated these 
boards. 

A lay commission with “supreme and 
final authority” is obsolete in a state 
where the professionalization of admin- 
istration has been well developed. It 
no longer has such authority, in every- 
day practice. 

2. The increases in institutional and 
noninstitutional case loads are such that 
simple size alone has created manage- 
ment and control problems which defy 
a part-time, lay board however compe- 
tent its members may be. Most boards 
were created before government at all 
levels went into the vast welfare pro- 
grams now extant. Budgets are 10 and 
20 times greater; employee numbers 
have multiplied time and again. It is 
one thing to see that local politicians 
do not plunder a particular institution; 
it is quite another to live successfully 
in a large family of related institutions 
which demand major portions of a state’s 
tax resources. 

3. Although there is much yet to 
know, our professional leadership has 
developed knowledge and abilities in 
treating human ills quite unknown to 
the era in which these boards arose. 
True, feeding, clothing, and housing 
huge institutional populations are still 
a major undertaking, but the prime 
mission of leadership is treatment not 
custody. Here again, a lay board with 
powers of management and control often 
finds itself a rubber stamp in spite of 
statutes which award it “policy-making” 
powers. 

4. As part of the changing compe- 
tences of leadership, one notes changing 
public attitudes about the victims of 
misfortune. Imprisonment is no longer 
the sole function of a correctional fa- 
cility. In the older time of board origin, 
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probation and parole were either in 
infancy or unknown. The contributions 
of anthropology, psychology, and so on, 
are receiving wide public notice. The 
retarded child, once a terrible embar- 
rassment, has become a legitimate ob- 
ject of public concern. 

5. Changing public attitudes are re- 
flected in the rise and impact of citizen 
groups which focus their energies on 
personal case services. There have al- 
ways been the private charities and 
the occasional militant reformer, but 
America in the 1950's contained a wide 
array of interest groups which are well 
led and well financed and which have 
an iraportant impact on public care pro- 
grams. Consider the associations for 
mental health, for retardation, and for 
correctional rehabilitation. Moreover, 
the galaxy of large and small welfare 
organizations is now organizing under 
central leadership. 

In light of these organizations, and 
noting their competence, one wonders 
whether the governmental boards have 
not lost much of their earlier—and im- 
portant—mandate to serve as a public 
watchdog. 

6. Social incompetence is found every- 
where, but the rapid increase in urbani- 
zation in this country is bound to in- 
crease it. Many studies have demon- 
strated the higher incidence of malad- 
justment inherent in complex, tense, 
urban life. Beyond this, urbanization 
means mobility both for people and in 
communications. There is no “welfare 
problem” in Spokane County or Hart- 
ford County; there is the Washington 
welfare problem, the Connecticut welfare 
problem—and regional welfare problems 
as well. Again, the question arises as to 
the wisdom of placing “supreme au- 
thority” in a part-time lay board whose 
responsibilities are restricted to minute 
geographical areas. 

This obsolescence is wholly natural. 
It is not the result of conscious efforts 
to reduce the hegemony of power cen- 
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ters. Indeed, time and events have 
simply cut much of the ground out from 
under the boards. 

One might contend that there is still 
enough “politics” in state administration 
to retain boards with their present 
powers, and every scheme for public 
administration must meet this conten- 
tion honesty. There will always be oc- 
casional poor governors, poor legisla- 
tive leadership, and mediocre admin- 
istrators. But should we construct a 
public administration designed to frus- 
trate these men only? It is the import 
of this writing that adequate protec- 
tions are now alive in the society to 
repel the plunderer and infuse the pub- 
lic’s conscience in the important work 
of care services. 

Lay boards with administrative power 
over service departments should be reex- 
amined. Some contend that they should 
be abolished, that the clean, clear line 
from governor down through the lowest 
echelon should be built and maintained. 
Granted that this would put responsi- 
bility and authority directly and pre- 
cisely, it would not answer the basic 
problem of public care services. 

The problem, as all the officials know, 
is adequate public interest, adequate 
public support, and a resulting adequate 
pool of competent staffs to serve these 
enterprises (not now existent no matter 
how big budgets are). 

In meeting that problem, the boards 
and commissions have a great future 
role to play. It will not be the same as 
that in the past, but it will reward the 
dedicated citizens, who give enormous 
amounts of time and heart to this work, 
with satisfactions not now enjoyed. 


A Proposal 


Statutes which now give service de- 
partment boards and commissions power 
to “manage, direct, control, administer, 
appoint, supervise, make policy, dis- 
charge” or similar executive functions 
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should be rewritten to cast these boards 
in a new role generally as follows: 


1. To inspect functions of a department at 
any time. 

2. To report regularly to the governor, legis- 
lature, and the public on conditions and prob- 
lems in a department. 

3. To interpret the mandate of a department 
to the public, particularly to the surrounding 
communities where institutions are located. 

4. To advise departmental management on 
housekeeping and plant, food service, new con- 
struction, institutional location, etc. 

5. To appoint and assign duties to special 
committees, councils, or whatever, to operate 
state-wide conferences on personal care serv- 
ices, to act as special study groups on par- 
ticular problems, or to act in any way the 
board deems useful in proselytizing its own 
role as interpreter and surveyor of a depart- 
ment’s work. 

6. To encourage institutional-community ties 
by helping to foster community facilities which 
relate to institutions, by generating visits and 
seminars among interested groups and the in- 
stitutions, by stimulating volunteer services, all 
designed to reduce the isolation of institutions 
and to lodge them in an orderly circle of 
services. 

7. To stimulate and arrange research oppor- 
tunities by members of universities, founda- 
tions, etc. 

8. To stimulate care-service integration by 
board member visits to related institutions at 
home or in other states, attendance at profes- 
sional meetings and at the meetings of other 
boards serving in related departments. 

9. To receive from the executive staff such 
presentations on departmental policies as it 
may wish to consider and appraise. 

10. To attend departmental, executive, and 
legislative budget hearings as observers and 
participants when called upon. 


This proposal may appear to change 
the actual role of boards and commis- 
sions in some states only slightly. If 
so, the change would be significant. For 
such a mandate would redirect the lay 
element of a department toward surveil- 
lance and support rather than time-con: 
suming details of direction and manage: 
ment. It would also retain the critical 
“watchdog” functions of citizen boards 
and enlarge their duties as interpreters 
of a department’s work. 

Moreover, the proposal permits a state 
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to continue receiving the invaluable ad- 
vice of competent laymen in matters 
within their ken. It also continues the 
deterrence of improper political intru- 
sions into a department’s programs and 
personnel policies. Lastly, and no less 
important, it imposes executive respon- 
sibilities clearly on a department head 
and his staff and removes widespread 
ambiguity in this regard today. 


Conclusion 


Professor George Graham of Prince- 
ton once noted that “he who would 
build a convincing theory of public ad- 
ministration must be able to make up 
his mind about man and society.” This 
is not the medium for such a discourse. 
Yet, one or two principles might be 
suggested. Is it not time to trust the 
emergent professionalism of government 
in these service fields? Has not a timely 
balance been struck between the nature 
of politics and a public concern for 


these social illnesses which permits re- 
arrangement of governmental devices 
designed, ideally, to respond to both? 
One thing is sure; at some point, the 
current muddle of mixed authority and 
responsibility between part-time boards 
and full-time executives will work its 
woe against the very citizens it is built 
to serve—the unfortunates among us 
who for whatever reason are unable to 
to cope with societal demands. 
Laymen are needed in these care serv- 
ices. They have particular competences 
in the generating of public interest and 
support which no professional leader- 
ship can develop for itself. It is time 
to shift gears and reconstruct the role 
these laymen can best play in the future. 
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Parental Accident Prevention 
“Is Your Child Safe?,” a safety check 


list, poses questions that parents can 
answer “yes” or “no.” The first ten 
questions deal with general home meas- 
ures, while others pinpoint safety precau- 
tions in various areas of the household 
including kitchen, laundry, bathroom, 
bedrooms, basement, as well as_ the 
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family automobile. Coverage includes 
precautions on accidents involving falls, 
burns, medicine and poisons, sharp in- 
struments, moving mechanical parts, 
toys, and automobiles. Published as a 
public service by the National Society 
for Crippled Children and Adults, 2023 
West Ogden Ave., Chicago 12, Ill. 
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Public health law is a subject which is treated rather infrequently in the 
public health literature. For this reason we welcome this basic 


presentation by Dr. Hamlin which we feel will prove 


useful to many readers of the Journal. 


PUBLIC HEALTH LAW OR THE INTERRELATIONSHIP 
OF LAW AND PUBLIC HEALTH ADMINISTRATION 


Robert H. Hamlin, M.D., M.P.H., F.A.P.H.A. 


AW, itself, is a social science which ex- 
society's organized planning 
and self-regulation. It is the system of 
rules by which a community or series 
of communities determines (1) the con- 
duct, rights, and powers of its members, 
(2) its own actions for the members’ 
benefit, and (3) its permissible inter- 
ference with the freedom of these same 
members. Any rule answering this de- 
scription is, if authoritatively promul- 
gated, a law. 

The term public health law requires 
more precise analysis and definition. A 
generally accepted definition of modern 
public health itself is that given by 
Dr. C.-E. A. Winslow who stated: 

“Public health is the science and the art of 
preventing disease, prolonging life, and pro- 
moting physical health and efficiency ‘through 
organized community efforts’ for the sanitation 
of the environment, the control of community 
infections, the organization of medical and 
nursing services for the early diagnosis and 
preventive treatment of disease, and ‘the de- 
velopment of the social machinery’ which will 
ensure to each individual a standard of living 
adequate for the maintenance of health; 
‘organizing these benefits’ in such a fashion as 
to enable every citizen to realize his birthright 
of health and longevity.” 


The terms “through organized com- 
munity efforts,” “the development of 
the social machinery,” and “organizing 
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these benefits” are quoted here to em- 
phasize those activities in public health 
in which the law and its understanding 
are of vital importance. It is the law 
which provides one of the major mecha- 
nisms by which the objectives of public 
health may be realized. 

From this explanation it may be more 
clearly understood that the term “public 
health law” expresses the application of 
general legal principles to the practice 
of public health. Public health law 
is not a separate, distinct series of legal 
principles different from those applied 
to other professions or interests. It is 
the subject matter—public health—to 
which the principles are applied that 
is special. The same general legal prin- 
ciples will pertain to many other areas 
of social action and activity. 


Classification: Types and Sources of 
Law 


Types of Law 


Types of law may be classified in 
several ways. Unfortunately, many of 
the classifications overlap, are incom- 
plete and incomprehensible, or do not 
permit the public health worker to ap- 
ply the classification to his own duties 
in a practical manner. 
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In order to best illustrate the inter- 
relationship of the types of law to their 
sources of authority, the following classi- 
fication of the general types of law is 
used: 

1. Constitutional law 
2. Statute law 

3. Administrative law 
4. Common law 


Constitutional law describes generally 
the plan and method by which the pub- 
lic affairs of government—federal, state 
and local—are to be administered. 
More specifically, it is concerned with 
the organizational plan of government, 
the powers of sovereignty, the distri- 
bution of political and governmental 
authority and functions, and the funda- 
mental principles which regulate the 
relations of the government and the 
people. A constitution is the enumera- 
tion of these accepted principles in a 
written document or their establishment 
by usage formally recognized. 

Statute law, or “written” law, is law 
created under constitutional authority 
by the enactment of legislative bodies 
whether federal, state, or local. These 
enactments are called “statutes” on the 
federal and state levels of govern- 
ment, but most frequently “ordinances,” 
“codes,” or “by-laws” in local govern- 
ment. Thus, a constitution is the organic 
law of a state or the nation, the adop- 
tion of which by the people constitutes 
the political organization, as distin- 
guished from statutes made by legisla- 
tive bodies acting under the authority 
of the constitution. 

Administrative law is law authorized 
by the appropriate legislative body and 
subsequently created by the various sub- 
divisions of government (such as official 
health agencies) prescribing in detail 
the procedure and content of the sub- 
divisions’ programs and activities. These 
enactments of the governmental sub- 
divisions are called, variously, “rules,” 
“regulations,” and “orders.” They have 
the effect of law. 
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Common law, or “unwritten” law, is 
law based on social policies, usages, and 
customs which have been recognized, 
affirmed, and enforced under constitu- 
tional authority by the courts. The de- 
terminations by the courts establishing 
the common law are known most com- 
monly as court “decisions,” “judgments,” 
“decrees,” and “orders.” 


Sources of Law 


To understand the sources of law 
(as against the previously discussed 
types of law) both a vertical and hori- 
zontal analysis must be made of our 
political or governmental organization. 

Vertical Organization of Government 
—Vertically, government is organized 
in descending fashion in the following 
levels: 

. International 

. Federal 

. Regional (among several states) 
. State 


. Regional (among several localities) 
Local 


This descending order—descending 
order in size but not necessarily in 
respective power and authority—is often 
simplified into the following three levels: 
federal, state, and local. Their respective 
powers may be diagramed as follows: 


Federal 


State 


Local 


Historically, the authority of the fed- 
eral and local governments has derived 
from the states. The federal government 
has only those powers originally granted 
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by the states and embodied in the fed- 
eral constitution; all other powers are 
left to the states. Localities, in turn, 
presently have only those authorities 
delegated to them over a period of years 
by the state constitutions and the state 
legislative bodies. 

The “police power” is the inherent 
authority conferred by the American 
constitutional system upon the individual 
states through which the states may 
regulate whatever affects the peace, good 
order, morals, and health of the com- 
munity. This authority or power is 
broad in scope (much more than most 
public health personnel realize) and 
is generally indefinable in its limitations. 
It is limited only by the powers con- 
ferred in the federal constitution and 
the general federal and state constitu- 
tional guarantees such as due process 
of law, equal opportunity, freedom of 
speech and religion, and so on. 

The question as to what are the proper 
limits of the state police power in a 
specific situation is a judicial one. In 
a long and fluctuating line of decisions 
by our courts it has been held to in- 
clude quarantine restrictions, fire and 
building requirements, draining marshes, 
licensing of various activities such as 
slaughter houses and restaurants, ex- 
clusion of paupers and immigrants, car- 
ing for the indigent, regulating num- 
erous activities such as highways and 
peddlers within the state, prohibition 
and abatement of nuisances, right of 
entry into premises for inspection pur- 
poses, control of the sale of adulterated 
and simulated food products, regulation 
and reporting of communicable diseases, 
and provision of medical care. 

The powers of the federal government 
to act in health and welfare matters 
are direct and indirect. Direct powers 
permit specific acts by federal agencies 
and their personnel, such as building 
and operation of hospitals for veterans, 
merchant seamen, Indians, and so forth; 
quarantine restrictions for persons and 
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products in foreign and interstate com- 
merce; control of materials transported 
through the postal system; and provi- 
sion of medical services for military 
personnel and their dependents. The 
major indirect federal powers are ex- 
ercised through the fiscal power to tax 
for the general welfare of the people. 
The best working examples are the 
numerous grant-in-aid programs (in tu- 
berculosis, crippled children, water pol- 
lution, roads, housing, etc.) in which 
the federal government through its 
greater taxing ability provides funds 
on a voluntary basis to states which, to 
qualify, must meet certain federally 
created standards. 

The powers of our local governments 
in health and welfare services vary con- 
siderably from state to state depending 
upon the past and present delegation 
of state powers by the individual states 
through their state constitutions and 
the periodic acts of their legislative 
bodies. It is impossible to generalize 
on the local authority for self-determina- 
tion. The presence of “home rule”—or 
the lack of it—is a description of the 
degree of willingness of a state to dele- 
gate the right to self-rule to a local gov- 
ernment. 

Horizontal Organization of Govern- 
ment—On each of the previously dis- 
cussed vertical levels of government 
there are three general horizontal 
branches: legislative, executive, and ju- 
dicial. This is shown in the next di- 
agram. 

The interrelationship of these three 
branches of government is determined 
by the separation or balance of powers 
doctrine basically defined from the dis- 
tribution of authority in the constitution 
(or charter in case of a locality). The 
body that deliberates and enacts laws 
is legislative; the body that judges or 
determines the application of the laws 
to particular cases, their constitution- 
ality, etc., is judicial; the person, or 
body of persons, who carries the laws 
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Constitution 


Legislative 


Body 


Executive 


Body Body 


Judicial 


into effect, or superintends their enforce- 
ment, is executive (a health agency is 
part of the executive branch). On the 
federal level of government, these bodies 
are respectively the two houses of Con- 
gress, the Supreme Court and its lower 
courts, and the President and officials 
subordinate to him; on the state level the 
same respective bodies are the state legis- 
lature, the state supreme court and its 
lower courts, and the governor with his 
subsidiary personnel; on the local level, 
the city ccancil or county commissioners 
(or other pc ssible names for the legislative 
body), the local courts, and the mayor 
(or other possible individuals or groups 
with the executive power). The health 
agency, regardless of the level of gov- 
ernment, is always a part of the execu- 
tive branch. 


Lawmaking by Official Health Agencies 


The source of the legal authority of 
an official health agency stems from its 
position as a part of the executive branch 
of the government. As such, the gen- 
eral legal powers of a health agency 
are as follows: 


1. Quasi-legislative (the authority to make 
rules, regulations, and orders). 

2. Quasi-judicial (the right to hold hearings 
and to revoke or suspend licenses, etc.). 

3. Executive or administrative (the mandate 
to plan, develop, and operate programs, etc.). 

4. Investigative (the right to make inspec- 
tions, etc.). 

5. Educational (the authority to undertake 
general education of the public, personnel 
training, etc.). 
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These powers are not inherent in a 
health agency. The general authority 
within which each act or program of 
an agency is performed must have been 
previously granted by the legislative 
body. 

As among constitutional, statutory, 
administrative, and common law, it is 
administrative law with its authority 
to make rules and regulations which 
should be the primary concern of public 
health workers. Constitutional law, 
statutes, and common law as interpreted 
by the courts must be considered since 
it must be within their authority that 
the health agency may act in developing 
its programs and rules and regulations. 
Nevertheless, the preparation and super- 
vision of rules and regulations in health 
matters is primarily the responsibility 
of public health workers, while the in- 
terpretation of the other types of law 
(constitutional, statutory, and common) 
belongs to the lawyer who will define 
the permissible scope within which the 
health agency may operate its programs 
and make its rules and regulations. 

Health agencies to the fullest extent 
possible should therefore define and de- 
velop their programs under general stat- 
utes of the legislature which in turn 
delegate to the agency itself a power to 
make the rules and regulations defining 
the more specific program procedures 
and content. As a corollary, the specific 
substance of a program should not be 
embodied in statutes and local ordi- 
nances enacted by legislative bodies. 
Flexibility to adapt to changing pro- 
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gram needs and the utilization of the 
public health worker’s professional ex- 
pertise will be greatly diminished if only 
statutes and ordinances are utilized with- 
out relegation to rules and regulations. 


Conclusion 


Law as it relates to public health is 
concerned with education, programing, 
services, and their organization and per- 
formance. It is therefore part of the 
daily life of the public health worker. 
It is not to be utilized only sporadically 
when difficulties are encountered. 


PUBLIC HEALTH LAW 


The law is a resource which must be 
used with all other resources such as 
health education, trained personnel, ade- 
quate facilities, and sufficient funds to 
accomplish the proper organization and 
operation of our health programs. An 
appeal to our legal system is often a 
prerequisite action to obtaining these 
other resources. 

For these reasons, it is necessary that 
public health workers have a frame- 
work of understanding within which 
they may recognize, analyze, and under- 
stand their specific legal powers and 
problems. 


Dr. Hamlin is associate professor of public health administration, Harvard 


School of Public Health, Boston, Mass. 


Share Your Journals with Asians 


The United States Committee of The World Medical Association is sponsoring 
a project to send used professional journals to physicians in Asia. Specialty journals 
are needed, particularly the American Journal of Public Health. 

Readers who wish to participate in this program should write to the committee 
at 10 Columbus Circle, New York 19, N. Y., listing the journals they wish to 


contribute. 
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A description of a state program for rheumatic fever prophylaxis is 
described. The author discusses the coordination of the 
administrative machinery, the choice of the prophylactic 


agent, and the provision of funds as the factors that 


have been responsible for the effectiveness 


of the program. 


ADMINISTRATIVE ASPECTS OF A STATE-WIDE 
RHEUMATIC FEVER PROPHYLAXIS PROGRAM 


George H. Agate, M.D., M.S.P.H. 


|" January, 1956, the Michigan De- 
partment of Health undertook a pro- 
gram of prophylaxis of streptococcal 
infections in patients who had had one 
or more attacks of acute rheumatic 
fever. The program provided for the 
free distribution of penicillin to physi- 
cians for use on any patient in which 
he judged its use was desirable, pro- 
vided the case had been previously diag- 
nosed as having rheumatic fever and 
was not in an acute stage of the dis- 
ease. This was in accordance with the 
recommendations of the Rheumatic 
Fever Control Committee of the Michi- 
gan State Medical Society, the Ameri- 
can Heart Association, and the Michigan 
Heart Association. The program is built 
around the family physician, and is in 
accordance with the time-honored prac- 
tice of the Michigan Department of 
Health to supply prophylactic antigens 
and biologics to physicians free of 
charge, for use on any patient. 

About one-fifth of the drugs supplied 
by the Michigan Department of Health 
for this purpose are used by the Michi- 
gan Crippled Children Commission for 
its control program in patients under 


1738 


their care and for which they bear the 
cost of office visits only. 

Benzathine penicillin G for monthly 
intramuscular injection was selected as 
the drug of choice and was the only 
drug distributed during the first year 
of the program. Its advantages are (1) 
intramuscular injection guarantees that 
the patient is actually receiving the 
medication; (2) intramuscular injection 
tends to maintain a more stable blood- 
level of penicillin; (3) the method re- 
quires a monthly visit to the doctor’s 
office, thereby affording an opportunity 
for closer supervision and better follow- 
up, an objective otherwise more diffi- 
cult to attain. 

Benzathine penicillin G is packaged 
in sets of four disposable syringes (a 
four-month supply) in two dosages— 
600,000 units for small children, and 
1,200,000 units for larger children and 
adults. 

Sulfadiazine for daily oral use was 
added to the program in 1957 to cover 
those patients who were sensitive to 
penicillin, or who developed sensitivity. 
Sulfadiazine is supplied to physicians in 
a five-month supply (three factory-pack- 
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aged bottles containing 100 tablets of 
0.5 gram each). The recommended 
dosage of sulfadiazine for this use is 1 
gram (two tablets) taken once daily. 
lor patients under 60 pounds in weight, 
a lesser dosage may be recommended 
by physicians. 

All drugs used in the program are 
purchased by the Michigan Department 
of Health from unallocated general 
funds. The distribution is through the 
channels already established for biologics 
distributed by the department. These 
are the official health departments of 
cities and organized counties. In un- 
organized counties, this function may 
be taken over by county nurses, hos- 
pitals, or physicians. 

The physician desiring drugs must 
certify each case and the drug desired 
to the distributor on a form (Form 
C-62-A*) supplied by the Michigan 
Department of Health. If the request 
is in order, he is supplied with a four- 
month supply of benzathine penicillin 
G, or a five-month supply of sulfadia- 
zine as may have been requested. When 
the initial supply for the patient is ex- 
hausted, request for further medication 
is made on a form (Form C-62-B*) 
with a progress report. This report will 
indicate the date of each injection if 
penicillin is used, whether or not a 
recurrence has occurred, and the extent 
and duration of any untoward reaction. 
All request forms are made in triplicate 


* Forms are available from the author upon 
request. 
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by the physician. The original request 
form is retained by the distributor; one 
copy is returned with the requested 
medication to the physician, and the 
second copy forwarded to the Michigan 
Department of Health. 

The stimulation of rheumatic fever 
reporting occasioned by the program 
is apparent. These figures are not be- 
lieved to represent the true occurrence 
of rheumatic fever, but to more accur- 
ately portray the participation of physi- 
cians in the program of free drugs. This 
participation varies with both physicians 
and communities. 

Finance has represented a major 
problem. Thought has been given to 
limiting the program to children to re- 
duce cost. This was abandoned when 
it was realized the cost for adults was 
small and the value accruing to those 
dependent on it was considerable. Over- 
use is rare. Underuse and dropping 
from the program is of more real con- 
cern. A voluntary limitation of the 
state-supplied drugs to those who might 
otherwise go without the protection thus 
afforded has been strongly urged. To 
institute any “means test” would be 
contrary to the long established policy 
of the Michigan Department of Health. 

The cost of penicillin for the first 
year of operation was in excess of 
$13,000. In 1960, over $29,000 was 
spent for penicillin and sulfadiazine. On 
January 1, 1961, records indicated that 
2,528 patients were active under the 
program and that 3,430 who had re- 
ceived at least an initial issue of drugs 


Reported Cases of Rheumatic Fever, Michigan Department of Health 


Before Prophylaxis Program 
Was Initiated 


After Prophylaxis Program 
Was Initiated 


1952 1953 1954 1955 


1956 


1957 1958 1959 1960 


765 697 


1,407 


1318 1,320 1,567 1,690 
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Initial Requests in State Office for Prophylaxis for Rheumatic Fever 


1956 


1957 1958 1959 1960 


Number of requests 1,113 


Cost of benzathine 
penicillin G 


Cost of sulfadiazine None 


1,081 1,123 


1,250 1,391 


$13,349.28 $18,388.88 $20,120.96 $24,516.27 $28,032.63 
478.80 


413.10 942.42 1,053.96 


Total cost 


$13,349.28 $18,867.68 $20,534.06 $25,458.69 $29,086.59 


had ceased using those provided by 
the state. Studies were made in 1960 
to determine why patients failed to 
continue with the prophylactic medica- 
tion provided under the program through 
local distributors. It was found that 
over one-half of the “drop off” group 
had moved; however, the majority of 
these who could be located were found 
to be continuing with prophylactic medi- 
cation. Of the remaining 44 per cent, 
the majority stopped on medical advice 
and only 12 per cent of the total “drop 
offs” could be attributed to patient in- 
difference. In this later group the exact 
cause was difficult to determine. Many 
claimed an unawareness that it was 
important to continue with a program 
of prophylaxis. There is considerable 
variation in the advice of physicians as 
to the length of time prophylaxis is 
considered necessary. 

Until research brings us a better ap- 
proach, the incidence of rheumatic fever 
can be reduced significantly by an ap- 


preciation and early awareness on the 
part of all to the importance of ade- 
quate therapy of streptococcal disease. 
Once rheumatic fever has occurred, 
morbidity and mortality can be reduced 
by diligent protection of its victim 
from subsequent streptococcal infection. 
Continuous year-round prophylactic med- 
ication seems presently to be the most 
effective and generally applicable method 
to accomplish the prevention of rheu- 
matic fever recurrence. 

The state of Michigan, through close 
cooperation of private medical societies 
and state governmental agencies, has 
established a program to prevent re- 
currence of rheumatic fever in Michigan 
residents. In this program, the admin- 
istrative machinery, the choice of the 
prophylactic agent, and the provision 
of funds have all been coordinated to 
maintain the maximum effectiveness and 
responsibility of the family physician 
in safeguarding the health of his fellow 
citizens. 


Dr. Agate is director, Division of Epidemiology, Michigan Department 


of Health, Lansing, Mich. 


This paper was presented before a Joint Session of the American Heart As- 
sociation, the American School Health Association, and the Maternal and Child 
Health and Public Health Nursing Sections of the American Public Health As- 


sociation at the Eighty-Seventh Annual 


October 22, 1959. 
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EDITORIALS 


Conservative Medicine 


Fuint in 1872 clearly delin- 
eated the responsibility of the physi- 
cian and the community in health pro- 
tection of the adult, and coined the 
appropriate phrase “Conservative Medi- 
cine.”? 

“Conservative Medicine,” says Dr. 
Flint, “means preservation of the vital 
forces. It covers everything which pre- 
vents the impairment of, or tends to 
develop and sustain, the powers of life. 
The practice of conservative medicine is 
the responsibility of both the practicing 
physician, and also the health officer who 
is in charge of community efforts for 
health promotion. 

“Chronic disease, affecting an impor- 
tant part, may continue for a greater or 
less period, and recovery may finally be 
complete, but during its continuance the 
powers of life are more or less impaired. 
It may destroy life by leading to incura- 
ble lesions or by its protracted duration. 

“Under all circumstances, the affec- 
tion is less likely to be prolonged, serious 
changes in structure are less likely to 
take place, and fatal termination is post- 
poned in proportion as the vital powers 
are preserved. 

“Conservative medicine therefore dic- 
tates measures which tend to sustain 
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the powers of life in chronic disease. It 
dictates measures to develop appetites, 
to provide abundant nutritive supplies 
and all other hygienic measures which 
invigorate and strengthen the body. 

“Conservative medicine is particularly 
applicable to those chronic affections 
collectively which destroy by gradual in- 
roads upon the powers of life (examples 
are carcinoma, tuberculosis, diabetes, 
cirrhosis, and Bright’s disease). With 
a view to prolong life, when recovery is 
not expected, the great object is to 
retard, as much as possible, the failure 
of the vital forces. 

“Patients with incurable disease are too 
often abandoned merely to palliative 
measures, the fatal issue being merely a 
question of time, and therefore not of 
much importance. The question how- 
ever may be highly important to the 
patient and to his friends. To aid in 
the cure of disease is undoubtedly the 
first aim of the physician, but when a 
cure is not to be effected, then comes 
the prolongation of life, even with health 
more or less impaired. 

“In the management of any incurable 
affection, conservative medicine dictates 
the measures which in general terms, 
will contribute to keep the body in the 
best possible condition, compatible with 
the continuance or progress of the dis- 
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ease. In this way, not only the inroads 
of the disease on the powers of life, but 
the destructive lesions may often be 
stayed. An incurable illness is sometimes 
held completely in abeyance, and the 
system rendered so tolerant to its con- 
tinuance, that life may be preserved in- 
definitely, although a vital organ is 
affected.” 

We have quoted at length from the 
essay of Dr. Flint, because we have been 
so impressed with his vision, and his 
understanding of the future role of medi- 
cine, as it relates to the promotion of 
health of the people. He wrote this essay 
and developed the concept of conserva- 
tive medicine nearly a century ago, yet 
we are just beginning to realize how 
important is his concept and how great 
a responsibility rests on our shoulders, 
not only in preventing disease, but also 
in conservation of the health of those 
who have developed a chronic debili- 
tating illness, and are threatened with 
a destruction of their “vital powers.” 

We have, through the years, developed 
a series of procedures in preventive med- 
icine and public health that have met 
the needs of the community. Most of 
these have been sound, and have had a 
strong influence in prevention of illness 
and promotion of health. Life has been 
prolonged, death prevented. Great ad- 
vances have been made in reduction of 
the ravages of acute illness, particularly 
in childhood. 

But our very successes have resulted 
in the emergence of new serious public 
health problems, for which we were not 
prepared, and for which we had de- 
veloped no policies or procedures. The 
problem of chronic illness and all that 
it entails has become the outstanding un- 
solved task in preventive medicine and 
public health. It is a great challenge. 


1. Flint, Austin. Essays on Conservative Medi- 
cine. Philadelphia, Pa.: Henry C. Lea, 
1871. 

The Journal is indebted to Dr. Wilson G. 

Smillie (now residing in Newfane, Vt.) for the 

above editorial. 
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Pneumoconiosis Among 
Pennsylvania Coal Miners 


DecemMBeR, 1958, an editorial in 
the Journal called attention to the 
plans of the Department of Health of 
Pennsylvania to study pneumoconiosis 
and silicosis among coal miners.’ One 
of the chief points made in the editorial 
was that no large-scale organized studies 
had been undertaken in recent years to 
determine the size of the pneumoconiosis 
(silicosis) problem. Furthermore, the 
absence of effective control programs in 
the coal mines of the United States was 
emphasized. Pneumoconiosis (silicosis) 
is today the most costly occupational 
disease in the country, and yet rela- 
tively little is done to prevent it even 
though effective methods are available. 
Moreover, such action is essential since 
there is no cure for this disease. 

Results of the Pennsylvania study are 
now available in two papers published 
in the November issue of the Journal 
of Occupational Medicine.* The inves- 
tigators surveyed 25 per cent of a total 
population of 20,000 working, unem- 
ployed, and retired miners from four 
counties. The study group comprised 
5,062 bituminous coal miners who pre- 
sented themselves voluntarily for an ex- 
amination comprising an occupational 
history, a 14 x 17 chest x-ray film, 
and a lung function test. Of this group, 
4,276 were working and 796 were re- 
tired. The x-ray films were read by a 
number of leading radiologists indepen- 
dently of other information about the 
examinee. The findings are striking, 
to say the least. Of the miners examined, 
28.4 per cent showed roentgenographic 
evidence of pneumoconiosis; 10.5 per 
cent of the working miners and 26 per 
cent of the retired miners had confluent 
lesions. It is worth noting that there 
are no comparable numbers of cases 
of pneumoconiosis (silicosis) and in the 
mortality data or workmen’s compensa- 
tion records for Pennsylvania. 
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The authors are aware that the miners 
who volunteered for this study may not 
be representative of the population in 
which they are interested. Did most 
of the miners who are well volunteer 
for this study, or most of those who had 
symptoms? For this reason it is diffi- 
cult to draw conclusions concerning the 
absolute value of the figures that are 
presented. However, even if all the 
nonparticipants had negative roentgeno- 
graphic findings, the 1,300 with pneu- 
moconiosis still are a large group for 
an industry where it had been claimed 
that there was no pneumoconiosis prob- 
lem. 

The only conclusion which can be 
drawn at this time is that because of ex- 
posure to dust a large number of bitu- 
minous miners in central Pennsylvania 
have developed pathological conditions 
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of the lungs. Since the completion of 
the 5,072 examinations discussed above, 
another 8,600 miners in western Penn- 
sylvania have been studied in the ‘same 
way. It is planned to continue these 
surveys so as to reach as large a pro- 
portion of bituminous coal miners as 
possible in order to determine the inci- 
dence of pneumoconiosis in this group. 
Estimates of the incidence of pneumo- 
coniosis in the United States vary 
greatly, and no accurate figures are 
available. The first step in prevention 
is to determine the extent of the prob- 
lem; Pennsylvania has begun to do this 
and will continue. It is time that others 
joined in these efforts. 


1. Editorial. Pennsylvania Attacks an Old 
Problem. A.J.P.H. 48:1660 (Dec.), 1958. 

2. Lieben, J., et al. J. Occup. Med. (Nov.), 
1961. (In press.) 


LETTER TO THE EDITOR 


To tHE Epiror: 


Reference is made to the editorial 
appearing in the July, 1961, issue of 
the Journal under the title “A Model 
Act for Registration of Sanitarians.” 

This writer is disturbed by the fact 
that the editor apparently had a rather 
limited knowledge of the background 
pertinent to this whole subject. In the 
second paragraph of the editorial a 
rather surprising statement is made as 
follows: “The establishment of standards 
will very likely mean that they will be 
accepted for civil service examinations.” 
The inference here would appear to be 
that this is either undesirable, unneeded, 
or both. Then to add further confusion, 
this statement is made: “In turn this 
may affect the availability of sanitar- 
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ians.” By analogy one might say that 
medical health officers or nurses are in 
short supply. So we will drop registra- 
tion and lower professional standards. 
Actually, one of the significant factors 
effecting the availability of sanitarians 
is the general lack of professional quali- 
fications. This means that well trained 
people are in competition with others 
less qualified. 

I would like to remind the Editor 
and call to the reader’s attention that 
one of the stated objectives of the APHA 
is to encourage high professional stand- 
ards on the part of “all” public health 
workers. Furthermore, I would point 
out that the professional examination 
service conducted by the Association is 
tangible evidence acknowledging that 
some measure of qualifications and fit- 
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ness is conceded to be desirable. If 
this were not so, the Association should 
abandon its examination service. 

Next I wish to present some facts in 
support of registration for sanitarians: 


1. An act having a purpose similar to the 
one in question is currently in effect in 18 
states. While each act has as its primary ob- 
jective the promotion of better professional 
qualifications, there is a considerable lack of 
uniformity among them. Faced with this situa- 
tion, the Sanitarian’s Joint Council promul- 
gated an act which is offered for use by other 
states as a model. It was the opinion of the 
council that uniformity in this kind of legisla- 
tion had merit. 

2. As indicated by a footnote on page 1061 
of the July, 1961, Journal, the Model Act re- 
sulted from the combined efforts of designated 
delegates from the two largest sanitarian’s or- 
ganizations, as well as delegates appointed by 
the Engineering and Sanitation Section of 
APHA. The Model Act was unanimously en- 
dorsed by the Joint Council and subsequently 
has been endorsed by the membership of the 
National Association of Sanitarians and the 
International Association of Milk and Food 
Sanitarians. The combined membership of 
these two associations is about seven thousand. 

3. In 1956, the Committee on Professional 
Education of the APHA published a report in 
the September, 1956, issue of the Journal en- 
titled “Proposed Report on Educational and 
Other Qualifications of Public Health Sani- 
tarians.” On page 1155 of this issue the follow- 
ing statement appeared: “The graduate public 
health sanitarian who is technically equipped 
to function effectively in public health will un- 
questionably gain professional status through 
a properly enacted registration act. Such acts 
should not be so restrictive, however, that 
personnel with long experience and demen- 
strated ability are excluded. Registration gen- 


erally deals with recruitment of new employees 
who must qualify through educational prepara- 
tion and experience.” 


I know from personal experience 
that the CPE is a well respected com- 
mittee and one which gives careful 
attention to professional qualifications 
and standards. This report is a matter 
of public record and the statement 
quoted above denotes committee con- 
currence with the principle that regis- 
tration for sanitarians is one means of 
attaining professional status. 

Finally, | would point out that well 
trained qualified competent sanitarians 
presently occupy highly responsible posi- 
tions in public health departments and 
with industry throughout the country. 
Many hold graduate public health and 
other degrees. Their performance is 
both creditable and professional in char- 
acter. These men recognize that legis- 
lation alone is not the complete answer 
to professional advancement and recog- 
nition. However, they do recognize 
legal registration as a step forward 
toward the objective of higher profes- 
sional qualifications. 

It is hoped that the Governing Council 
will take favorable action at its forth- 
coming meeting and will concur with 
action already taken by the two other 
associations who hold representation on 
the Sanitarian’s Joint Council. 


Harowp S. Apams, F.A.P.H.A. 
Associate professor of public health, Indiana 
University Medical Center, Indianapolis, Ind. 


Eprror’s Note: Professor Adams’ letter is published because of its relevance to 
the important subject discussed in the July issue of this Journal. The Editor 
assures him that the editorial was not intended to discourage or to disparage 
registration, but rather to encourage study of the proposed act so that if it could 
be strengthened any comments of such a nature could be called to the attention 
of the Association and of the Sanitarian’s Joint Council. 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Dr. Allen 
N. Koplin, 1005 S. 16th St., Birmingham 

ARIZONA PUBLIC HEALTH ASSOCIATION, Catharine 
Weiser, Supervisor of Public Health Nurses, Pima 
County Health Department, Tucson 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, G. Nicholas Parlette, 693 Sutter St., San 
Francisco 2 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Mrs. 
Nevin Kilpatrick, 2228 Jasmine, Denver 7 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Mrs. Shirley T, Steidel, R.N., VNA, 28 S. Main St., 
West Hartford 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAII PUBLIC HEALTH ASSOCIATION, Mrs. 
Mapuana P. McComas, 1018 Lunalilo Street, Honolulu 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. McLelland, State Board of Health, Indianapolis 7 

IOWA PUBLIC HEALTH ASSOCIATION, Lloyd Coe, 
lowa Hospital Association, 1012 Liberty Bidg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. 
Wilmore, and Health Assn., 1134 
Topeka Ave., Top 

KENTUCKY HEALTH Peggy 
Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, George 
M. Ineichen, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray Wylie, M.D., 615 North Wolfe St., Balti- 
more 5, Md. 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, Washtenaw County Health Dept., County Bldg. 
Ann Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. S. 
Fleming, M.D., State Dept. of Health, University 
Campus, Minneap olis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, Y. T. 
Hawkins, State Board of Health, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, 5th Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Mrs. Lou 
Esmay, City-County Health Dept., Great Falls 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Lincoln Dairy Council, 620 Sharp Bldg., 
incoln 


Seminars on Specific Diseases 


The Communicable Disease Center 
has often received invitations to partici- 
pate in the meetings of APHA Affili- 
ated Societies and Regional Branches. 
but it has not always been possible to 
provide assistance at the time of request. 
Recently CDC decided that it could 
assist in a more meaningful manner if 
its participation could be preplanned 
and organized around a specific com- 
municable disease subject. CDC then 


NOVEMBER, 1961 


NEVADA PUBLIC HEALTH SRSA, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Wil- 
liam J. Chamberlain, 118 W. State St., Trenton 8 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Mrs. Mary Gilliland, State Dept. of Public Health, 
Santa Fe 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Frances Ann McVey, 4317 Robinson St., Flushing 
55, N. Y. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Helen Craver, P. O. Box 2975, Winston-Salem 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
George E. Michaelson, P. O. Box 325, Bismarck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O"Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach, R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 
Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 401 Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION. Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
R.N., Dept. of Health, Des Moines 19, Iowa 

SOUTHERN BRANCH, APHA, H. W. Stevens, M.D., 
Court House, Box 7525, Asheville, N. C. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


polled the officers of the state public 
health associations as to their possible 
interest in short seminars on specific 
communicable diseases and at the same 
time asked officers for topics which they 
thought might be of most interest to 
their own associations. The response in- 
dicated sufficient interest to justify de- 
velopment of the seminars, 

CDC has notified all Affilated Societies 
and Regional Branches: that it is now 
prepared to develop a two-to-three hour 
seminar on hepatitis, polio, or syphilis 
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for presentation at affiliates’ annual 
meetings between February 15 and 
December 15, 1962. 

CDC will provide for each seminar 
a leading authority as speaker, an ex- 
hibit, printed material, visual aids, and 
case studies. 

Affiliates availing themselves of this 
offer will be asked to provide a panel 
of state personnel to comment on the 
presentation and to present the state’s 
policies and programs, experienced peo- 
ple to coordinate the presentation, and 
appropriate publicity. 


Virginia: “In Tune with the Times" 


The Virginia Public Health Associa- 
tion held its annual meeting in Roanoke 
on June 6, immediately preceding the 
three-day Virginia Public Health Con- 
ference. VPHA’s five sections held busi- 
ness meetings in the afternoon. Dele- 
gates then assembled for a dinner meet- 
ing at which APHA Membership Secre- 
tary Marion Fry was the featured 
speaker. 

Mrs. Fry’s topic was “Are We Getting 
Our Public Health Associations in Tune 
with the Times?” After pinpointing re- 
cent historical developments in public 
health—for example, the Emerson Re- 
port, the concept of health developed by 
the World Health Organization—she 
cited the work of the APHA itself in 
keeping the ever-expanding horizons of 
public health clearly in focus. She 
pointed to the work of the Technical 
Development Board and its committees 
which are providing some of the solu- 
tions to the real problems in public 
health today—accidents, chronic disease, 
environmental hazards, disaster plan- 
ning, medical care, mental health, radio- 
logic health—through increased _profes- 
sional intercommunication and through 
its special publications, many now off 
the press and still more in preparation. 

Symbolic of the deepening ties within 
the entire corps of public health workers, 
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she asserted, is the closer relationship 
between APHA and its affiliates that 
has been achieved in recent years 
through various new approaches to 
strengthened professional solidarity. She 
noted, as typical of this, more integra- 
tion between the work of affiliates and 
APHA Standing Committees ; more effec- 
tive two-way information services and 
public policy representation between the 
national and Washington offices and 
the state associations; increased joint 
postgraduate educational ventures such 
as the Continuing Education Program in 
the Western Branch and the Institutes 
on Association Management which to 
date have been held for officers of 
half the affiliates; and the mutual sup- 
port of APHA and its affiliates in at- 
tempts to educate the public and legis- 
latures to a correct estimation of their 
responsibilities in promoting effective 
health measures. 

“In visiting other State and Branch 
Associations,” she said, “I have sensed 
their real urge to do something as a 
professional society besides holding an 
annual meeting. They . . . are disturbed 
over what they could do in contrast to 
what they are doing.” Mrs. Fry then 
spoke of how certain state associations 
are more and more coming to believe 
that to fulfill their stated goals they 
must extend their activities deeper into 
the community, tying them in with the 
practical day-to-day practice of public 
health. She gave as examples of such 
affiliate activities the development of 
manuals, provisions for research, the 
preparation of standards, and the pro- 
motion throughout a state of needed 
health services. 

In conclusion she quoted the TDB’s 
recent report, “Broadened Spectrum of 
Health and Morbidity,” “This troubled 
world cannot afford to be passive or 
merely reactive to each new problem. 
It must take the offensive. . . . In a 
segment of the larger problem, public 
health . . . must . . . aim for the ultimate 
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ideal of optimum health for all people.” 
What better organized force can there 
be for this offensive, she asked, than 
“strong, unified public health associa- 
tions?” 

At the Business Session which fol- 
lowed dinner, Helen W. Wiesman, R.N.., 
assistant professor of nursing, Medical 
College of Virginia, Richmond, was in- 
stalled as president of VPHA, succeed- 
ing William A. Dorsey, director of Pub- 
lic Health Laboratory, Richmond. Her 
fellow officers for 1961-1962 are: 


President-Elect—John Hammer, M.D., M.P.H., 
regional director, Eastern Virginia, State De- 
partment of Health 

Vice-President—A. Clarke Slaymaker, Alexan- 
dria 


Secretary-Treasurer—Robert Parker, Norfolk 


W. French Skinner, director of labora- 
tories, Virginia Department of Health, 
received the VPHA Laboratory Section 
Award, being cited for outstanding ac- 
complishment in public health micro- 
biology. 

The extensive scientific program of 
the Virginia Public Health Conference 
included such topics as relationship be- 
tween private practice and public health, 
community needs in mental health, Vir- 
ginia’s attack on air pollution, trends in 
family nursing, and multilateral respon- 
sibility in school health. 


Colorado: Applying Research Data 


Public health agencies must have their 
Tiros I, II, ete., satellites as well as their 
earth-based meteorologists. This was es- 
sentially the message broadcast by the 
Colorado Public Health Association in 
an annual scientific program (May 18- 
19, Pueblo) entitled “Orbit and Re- 
entry.” Orbit?—hbasic research. Re-entry 
(and the stresses it creates) ?—applica- 
tion of research findings to the com- 
munity. 

CPHA President John S. Anderson, 
M.D., M.P.H., chaired the morning 
opening session at which Robert Dyar, 
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M.D., Dr.P.H., gave some practical ad- 
vice to delegates. The time is ripe for 
official agencies to begin research pro- 
grams, since interest in public health 
is high, he said. Agencies should capi- 
talize on this “and start getting money 
allocated for research.” He favored re- 
search by tax-supported agencies in gen- 
eral and by health departments in par- 
ticular because they are “traditionally 
responsible for the health of the com- 
munity,” and they would study the 
whole community. “Nowhere else can 
disease among groups of people be 
studied so effectively,” he pointed out. 
Health departments now are making 
little use, he asserted, of research grant 
moneys available from government, pri- 
vate foundations, and industry. Dr. 
Dyar is chief, Division of Research, 
California State Department of Public 
Health, and chairman of APHA’s Com- 
mittee on Research Policy. 

The other sessions of the 24th annual 
meeting dealt with four fields of re- 
search and practical application of find- 
ings—staphylococcus infections, mental 
health, pesticide poisoning, and nutri- 
tion. 

Very little has been reported on the 
importance of fighting staph in the 
home, Dr. J. C. Colbeck, chief of serv- 
ice pathology, Department of Veterans, 
Vancouver, B. C., declared. “House- 
wives in particular,” he said, “should 
be made aware of the danger to their 
families caused by staph organisms in 
the home.” “The bathroom,” he warned, 
“is the main breeding place of staph 
organisms in the home. The bedroom 
is next important and then the clothing.” 
Dr. Colbeck recommended the exclusive 
use of showers in the home above tub 
baths as more hygienic. He also recom- 
mended the use of disinfectants to clean 
showers, tubs, and hand basins in the 
bathroom. Disinfecting is less expen- 
sive than medical treatment, he pointed 
out. Dr. Stuart Dunlop, associate pro- 
fessor of microbiology, College of Veteri- 
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nary Medicine, Colorado State Univer- 
sity, discussed Staphylococcus aureus in 
animals. 

Drs. Lester Libo and Charles Griffith, 
both of the New Mexico Division of 
Mental Health, described the develop- 
ment of mental health consultation serv- 
ices in areas with no other organized 
facilities and discussed the research 
evaluation methods used to define the 
consultation process and study the im- 
pact on local community organization 
of new mental health services. A prac- 
tical application of mental health in 
communities was presented by Gene 
McGee, psychologist, and Naomi Ken- 
nedy, mental health nursing consultant, 
both with the Colorado State Health De- 
partment and the After-Care Program 
of the Colorado State Hospital. 

Dr. Joseph H. Holmes, professor of 
the College of Medicine for the Univer- 
sity of Colorado, warned of the effect 
on human beings of organic phosphate 
pesticides. Reaction time is slowed by 
the pesticides, which affects the nerves. 
Some deaths of crop duster pilots are 
blamed on the slowed reactions resulting 
from breathing the poisons, Dr. Holmes 
said. Use in the home garden may also 
have bad effects. 

Dr. Inez Harrill, associate professor 
of foods, Colorado State University, told 
of research on relationships among nu- 
trients, enzymes, and amino acid im- 
balance and noted recent studies of 
nutrition and vascular problems. Esther 
Eicher, nutritionist of the State Health 
Department, cited recent research find- 
ings, indicating that normal individuals 
do not need to make drastic changes 
in their diets. However, she added that 
authorities agree overweight persons 
should reduce, but under a physician’s 
direction. 

Space-age metaphors were put aside 
for space-age data at the final luncheon 
session. Dr. J. G. Gaume, chief of 
space biotechnology*for the Martin Com- 
pany in Denver, discussed “Problems 
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of Space Feeding.” Dr. Gaume said 
the human body is not seriously affected 
by being without appreciable weight 
for a short while, but the effect for 
weeks or months is being studied. He 
reported that animals will be orbited for 
weeks at a time, starting in less than 
three years, before human beings will 
undergo similar experiences. Dr. Gaume 
also spoke of work to produce a life 
support system which would supply food 
and oxygen and use waste products. 

Mrs. Helen Beatty Noland of Durango 
was the 1961 recipient of the Florence 
R. Sabin Award. She was recognized 
for her work and contributions to pub- 
lic health in Colorado. The award was 
presented by Dr. Roy L. Cleere, who 
pointed out that, “It is . . . the dedi- 
cated, loyal worker who stays behind 
the scenes who is the real force in any 
movement for community betterment.” 
Colorado Association of Sanitarians 
meeting in conjunction with CPHA gave 
its Milton M. Miller Award to Donald 
F. Marmande, chief sanitarian, Boulder 
County Health Department, for his dedi- 
cated and meritorious community health 
service. 

Male delegates were invited to bring 
“flowered shirts and clam digger pants” 
and the ladies “sarongs and grass skirts” 
to Pueblo for the annual banquet. this 
year an Hawaiian Luau and entertain- 
ment, given at the headquarters hotel 
which features accommodations in the 
style of the 50th state. 

Charles S. (Jack) Stanley, director 
of health education, Denver Department 
of Health and Hospitals, assumed the 
presidency of CPHA. His fellow officers 
for 1961-1962 are: 


President-Elect—Martin D. Baum, D.V.M., 
M.P.H., director, Veterinary Public Health 
Services, State Health Department 

Vice-President—Janelle Krueger, director of 
nursing, Boulder County Health Department 

Secretary—Mrs. Neven Kilpatrick, director, 
Denver Dairy Council 

Treasurer—Elizabeth Kaho, Ph.D., executive 
director, Denver Hearing Society 
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New York State: 57th Conference 
The New York State Public Health 


Association, with its ten sections, is one 
of the several sponsors of the State’s 
Annual Health Conferences, the 57th 
of which was held in Rochester, June 
5-8. The wide scope of health interests 
represented and subject matter discussed 
at this meeting may be seen from the 
names of but a few of the other spon- 
sors: Empire State Health Council, New 
York State Academy of Preventive Medi- 
cine, Association of School Physicians, 
Health Officers Association, and School 
Nurse Teachers Association. President 
of the 1961 conference was William A. 
Brumfield, Jr.. M.D., health commis- 
sioner, Westchester County Health De- 
partment, White Plains. 

Speakers at the first general session 
were: State Attorney General Louis J. 
Lefkowitz, who discussed “The Law and 
Public Health”; John M. Galbraith, 
M.D., president, Medical Society of the 
State of New York, who related the 
work of the society in 1961 to the 
public health program; and Herman E. 
Hilleboe, M.D., state health commis- 
sioner, whose topic was “New Direc- 
tions in Medical Care.” 

Dr. Hilleboe opened with the state- 
ment that “Of all the real and moving 
issues in our field, one transcends all 
others. That issue is the provision of 
high quality medical care. . . . It is in- 
evitable that we in public health concern 
ourselves with this. . . . Nothing so 
affects the health of the community as 
the level of medical care available to 
all its people.” He spoke of the “ex- 
citing evolution” in the medical and 
social philosophy of the nation. “Issues 
have been earnestly debated. Much of 
the debate has raged about the questions 
of control and financing. But for the 
average American who gets sick and 
faces a big hospital and doctor bill, 
the issue of control is relatively un- 
important. He is not too interested in 
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who controls medical care in this nation. 
He is interested in getting well again 
and getting his doctor and _ hospital 
bills paid without sinking too deeply 
in debt.” The only reason Dr. Hilleboe 
sees for the $35 billion a year health 
business in the United States “is to 
help the sick get well and to keep the 
well healthy. Any medical care system 
that is in any way detrimental to this 
purpose needs changing fast.” 

Many forces are determining new 
directions in community health prac- 
tice, Dr. Hilleboe said, among them 
changes in population patterns, income 
distribution, in the nature of medical 
care itself, and in the roles of official 
agencies. The area of governmental 
health services is the obvious place, he 
said, to look for a “principle of growth” 
as a beginning point to solving some 
of the administrative aspects of medical 
care. “If we succeed in bringing order 
to the vast monolithic structure of gov- 
ernmental health services then the pat- 
terns we develop and the insights we 
gain will serve us as a reliable guide 
for the bigger job of ensuring sound 
health care to all of our citizens. It is 
certainly worth a try.” 

On the other hand, he said, “Pro- 
viding good medical care is a job that 
transcends the prerogatives of any one 
department of government. We are 
going to have to stretch our imagina- 
tions enough to see clearly across de- 
partmental boundary lines if we expect 
to solve our public medical care prob- 
lems.” 

The paper at the second general ses- 
sion was on “Sociological Determinants 
of Public Health Practice” given by Rene 
Dubos, Ph.D., of the Rockefeller Insti- 
tute. Discussants of his talk were 
George James, M.D., first deputy com- 
missioner, New York City Department 
of Health, Sol Levine, Ph.D., assistant 
professor of social psychology, Harvard 
School of Public Health, and Marjorie 
A. C. Young, Ph.D., assistant professor 
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of health education, Harvard School of 
Public Health. 

Public health workers face a “peculiar 
intellectual dilemma,” Dr. Dubos said. 
“On the one hand, they are profession- 
ally committed to the doctrine that it 
is possible to create a world free of 
disease. On the other, experiences teach 
them that as soon as one disease is 
rooted out, another one springs up to 
take its place.” 

Dr. Dubos indicated some of the 
changing patterns of disease (e.g., “who 
would have dreamed a generation ago 
that hypervitaminosis would become a 
common form of nutritional disease in 
the Western world”). He gave consid- 
erable attention to the effect of cyclical 
variations on all living things (e.g., “it 
seems safe to predict that an increasing 
number of essential biological activities 
will be found to be linked in some way 
to the natural forces operating in the 
universe”). Often, he said, the social 
and economic structure presents “in- 
superable difficulties” to the applica- 
tion of scientific knowledge. He took 
air pollution for his point. “To improve 
the design of combustion equipment and 
of gasoline engines, to increase the 
height of smokestacks, to reroute auto- 
mobile traffic, to displace certain in- 
dustries are steps compatible with tech- 
nical knowledge which would either 
eliminate air pollutants or discharge 
them in areas where they would not 
constitute threats to human health. But 
these steps could be taken only at the 
cost of disturbing the economic struc- 
ture of the community. How much 
economic prosperity and convenience of 
life is society willing to sacrifice to 
prevent future lung cancer, emphysema 
and chronic bronchitis? How can we 
balance the value of human suffering 
that will occur in some undetermined 
future against the effectiveness of the 
social performance of the community 
today?” 

In conclusion Dr. Dubos spoke of the 
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many control measures that could be 
developed but that “will have to be 
neglected in practice because of the limi- 
tations of economic and human re- 
sources.” Thus choices will be forced 
on us that society as a whole must make 
“because they will involve value judg- 
ments.” Because of this and since “medi- 
cine has now become so powerful, it 
has become urgent to integrate medical 
science into social conscience.” 

New York State Public Health Asso- 
ciation presented its Hermann M. Biggs 
Memorial Award to George Baehr, M.D., 
chairman of the New York State Public 
Health Council. The first Haven Emer- 
son Award in Preventive Medicine of 
the New York State Academy of Pre- 
ventive Medicine was presented to Dr. 
Hilleboe. The State Health Department 
and State Civil Defense Commission 
Award of Merit went to Mary E. Jones, 
director of public health nursing, Erie 
County Health Department, for outstand- 
ing achievement in the development of 
civil defense medical services. 


Wisconsin: “Communications, Inc." 


Delegates to the 13th annual meeting 
of the Wisconsin Association for Public 
Health (June 20-21, Madison) were 
told at the first general session that 
public health pays, and it’s up to public 
health workers to make this very clear 
not only to the legislature and other 
appropriating bodies but also to the 
general public. The speaker was Gaylord 
W. Anderson, M.D., dean of the Uni- 
versity of Minnesota School of Public 
Health. Today’s health budgets are in- 
adequate, he said, because there is not 
enough public respect and appreciation 
of what has been accomplished in pub- 
lic health. He recommended that health 
departments give more consideration to 
ways in which they can render services, 
even small ones, to more people so they 
know that the public health department 
exists to be helpful, not just restrictive. 
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Such services can not always be justi- 
fied in immediate dollar value, he con- 
ceded, but do pay off in better public 
relations and support in the future. 

It should be impressed again and 
again on the public, Dr. Anderson said, 
that it does not spend money for public 
health, but invests it for a yield or re- 
turn that is very much greater. He 
recommended, for example, that more 
emphasis be placed on comparing the 
cost of caring for sick people to the cost 
of immunization. He concluded that 
while “humanitarian concepts are still 
important we have to talk to legislative 
and appropriating bodies about the dol- 
lar value of public health.” 

In “Stop, Listen, and Listen” Robert 
B. Williams, commercial personnel su- 
pervisor with the Wisconsin Telephone 
Company, said “it is almost impossible 
to say anything that someone will not 
misunderstand.” Public health workers 
have a particular problem in getting 
people to understand their technical 
terms. Even more important, he noted, 
they should listen well, else communica- 
tions break down. “A listening re- 
sponse,” he reminded delegates, “is a 
very brief comment or action made to 
another person which conveys the idea 
that you are interested, attentive, and 
wish him to continue. It is made quietly 
and briefly so as not to interfere with 
the speaker's train of thought.” 

“Food Safety: Communications and 
Public Relations” was the topic of Milton 
J. Foter, assistant chief of Milk and 
Food Research, Public Health Service, 
who stated that many public health 
people are not getting across informa- 
tion on food safety because of a tend- 
ency to talk to themselves. We can 
increase the safety, he said, only by 
striving for better understanding of sta- 
tisticians’ work, by improving our re- 
porting, improving the dissemination of 
information, and striving for better com- 
munications with the community, the 
physician, the food packaging industries, 
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and with all the agencies involved. 

An “Epidemiological Problem: Com- 
munications in the Public Health Team” 
was the title of a panel discussion mod- 
erated by W. D. Stovall, M.D., coordi- 
nator, Postgraduate Medical Education, 
University of Wisconsin. A brief sketch 
of an outbreak of possible food poison- 
ing was given, and then the audience 
was asked ta question the panel so as 
to illustrate some of the problems of 
communication. 

The second day opened with a sym- 
posium on communication in the eradi- 
cation of syphilis. Presented were the 
“Picture in Wisconsin” by Arthur L. 
Van Duser, M.D., director, Division of 
Venereal Disease Control, State Board 
of Health; “The Picture in the Nation” 
by William J. Brown, M.D., director, 
Venereal Disease Control, Communicable 
Disease Center, Atlanta; “Syphilis Epi- 
demic Controlled Through Emergency 
Measures” by Robert R. Swank, health 
program representative, CDC, Atlanta; 
and “Working with Private Physicians” 
by Kenneth P. Latimer, health program 
representative, CDC. 

Robert Savee, Wisconsin Telephone 
Company, Milwaukee, then discussed 
communications in outer space, a scien- 
tist’s dream a few years ago that has 
now become a reality. He gave inter- 
esting information regarding “Project 
Echo,” the communication satellite, that 
periodically passes over your home and 
the miracle “Maser,” a supersensilive 
ear. 

Following this, Louis E. Remily spoke 
on “Communications in a Civil Defense 
Program.” To communicate well in such 
programs, he said, one must select the 
audience, considering where they are, 
and what they are like; select the media 
through which they can be reached; con- 
tinually attract the new generation; pre- 
sent special incentives; make the organi- 
zation known; render a public service; 
dispel wrong impressions; and reach 
persons who influence others. 
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Theodore Wisniewski, director, Divi- 
sion of Water Pollution Control, Wiscon- 
sin State Board of Health, Madison, 
succeeded G. G. Shields, M.D., District 
5 health officer, as president of the 
WAPH. New vice-president is Betty 
Krippene, dental hygiene consultant, 
State Board of Health district office, 
Fond du Lac. Paul Weis, Waunakee, 
was reelected secretary-treasurer. 

A total of 249 persons registered for 
this year’s annual meeting. A new 
feature of the meeting this year was 
the exhibits planned to offer suggestions 
for local health programs. Winners of 
the photo contest that WAPH sponsors 


included Clare J. Sprangers, R.N., 
Sheboygan; Eugene Hensel, Sparta; 
Luida E. Sanders, Madison; Gladys 


Steaven, R.N., Chilton, all for colored 
slides; and Isabel Larson, R.N., Kenosha, 
for a black and white print. 


Northern California: New Section 


San Mateo was the site of the North- 
ern California Public Health Associa- 
tion’s annual meeting on June 2. Section 
meetings in the morning were followed 
by a luncheon general session. Sections 
convened again in the afternoon. 

Dr. Nevitt Sanford, general scientific 
director, Cooperative Commission on the 
Study of Alcoholism, spoke at the gen- 
eral session. This commission is a part 
of the Center for Advanced Study and 
the Behavioral Sciences at Stanford 
University. 

A new section, Mental Health and 
Social Welfare, has been formed making 
six sections in NCPHA. For its initial 
meeting, this section looked at the “Mod- 
ern Day Dilemma of the Geriatric Pa- 
tient with Behavior Problems” and 
“Pre-hospitalization Services for Men- 
tally Ill Persons.” The Medical and 
Nursing Sections joined in the morning 
to discuss “Rehabilitation——Physical and 
Social Aspects”; in the afternoon the 


doctors considered “A Health Depart- 
ment’s Approach to an Occupational 
Health Program.” The Laboratory and 
Sanitation Sections held a joint session 
for presentations on radiological moni- 
toring, consumer complaint samples, and 
the legal significance of samples and 
laboratory reports. Sanitarians orbited 
around the twin subjects of research and 
space sanitation. Laboratory personnel 
coupled research with a more down-to- 
earth topic, “Organic Pollution of 
Water.” 

The membership adopted seven reso- 
lutions at San Mateo. In one, NCPHA 
acknowledged the seriousness of the 
health problems of migratory workers. 
Members were urged to ask their respec- 
tive governmental bodies to take the 
necessary steps for permanently elimi- 
nating the migrants’ unhealthy living 
conditions and for providing necessary 
health services. Other resolutions dealt 
with the need for public health micro- 
biologists, chemicals in food, and smok- 
ing and lung cancer. NCPHA also re- 
solved to undertake an educational pro- 
gram to acquaint its members with the 
public health importance of family plan- 
ning and voted to join with other appro- 
priate agencies in taking all necessary 
steps to influence the creation of an 
interim state legislative committee to 
study the problems of hiring the handi- 
capped. 

New NCPHA officers for 1961-1962 
are: 

President—Alvin R. Leonard, M.D., director 
of public health, city of Berkeley 

President-Elect—Ernest Bertellotti, chief pub- 
lic health educator, Santa Clara County 

Health Department, San Jose 
Vice-President—Joan Davis, supervisor, public 

health nursing, San Jose City Health Depart- 

ment 
Treasurer—Seiko Babo, laboratory director, 

Alameda County Health Department 
Secretary—Nicholas Parlette, education asso- 

ciate, Western Regional Office, Western 

Branch—APHA, San Francisco. 


American Public Health Association Membership Application Blank on Page XXXIX 
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The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates to official and voluntary 
health agencies, and individuals seeking employment. The charges are $5 for the first 50 
words or fraction thereof and $1 for each additional 10 words or fraction thereof. There is no 
charge to members or Fellows of the Association who desire to utilize the Positions Wanted 
portion of these pages. Closing date for receipt of advertisments is the first of the month 


preceding the desired month of publication. 


All correspondence should be sent to the American Public Health Association, 


1790 Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Dentist—with M.P.H. or public health ex- 
perience, for city of 82,000 and county of 
169,000 (three colleges) with active, respected 
public health program. Full cooperation of 
local practicing dentists. Salary $9,480-$11,760. 
E. F. Hersey, M.D., Director, Kalamazoo 
County Health Department, City Hall, Kalama- 
zoo, Mich. 


Physicians—Board-certified internists and 
OB-Gyns for nonprofit closed-panel group- 
practice plan in Santa Rosa, Calif. Salary 
$12,000-$15,000; vacation; sick leave; compre- 
hensive health plan; retirement. Contact 
Charles W. Betcher, Administrator, Community 
Health Association, 2959 Bennett Valley Rd., 
Santa Rosa, Calif. 


Disease Control Director—Plan, direct 
programs for investigation and control of 
diseases. M.D. plus four years’ responsible 
experience in epidemiology and disease con- 
trol. Colorado medical license or eligibility 
for licensure. Proposed yearly salary range 
$12,312-$15,384. Apply: Recruitment Officer, 
Career Service Authority, City and County of 
Denver, Denver, Colo. 


Medical Director—of a state-wide nutri- 
tion program, organized as a major program 
unit in the Georgia State Health Department. 
Requirements: one academic year of public 
health (or certification in a specialty requir- 
ing considerable nutrition training and experi- 
ence) and three years of professional experi- 
ence in an official health agency conducting a 
generalized program. Liberal retirement and 
fringe benefits. Entrance salary $12,420, with 
advance to $16,080. Contact H. M. Chester, 
Personnel Service, Georgia Department of 
Public Health, 47 Trinity Ave., S.W., Atlanta 


3, Ga. 


Public Health Officer—to direct and co- 
ordinate public health laboratory, nursing, 
nutrition, and emergency health mobilization 
service programs of the Hawaii state health 
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agency. Requires M.P.H. and six years’ 
public health physician experience, three in 
an administrative or supervisory capacity. 
Salary $12,192-$14,820. Contact the Depart- 
ment of Personnel Services, 825 Mililani St., 
Honolulu 13, Hawaii. 


Public Health Officer I and Il—Positions 
with the Hawaii Department of Health. Grade 
I as administrator of county public health pro- 
gram on a half-time basis, and Grade II as 
assistant director of adult health. Requires 
M.P.H. and graduation from an accredited 
medical school and, for the I, two years’ physi- 
cian experience, for the II, three years’ public 
health physician experience, one year in ad- 
ministering a public health service program. 
Salaries—I: $5,268-$6,402; II: $11,064-$13,440. 
Write to Department of Personnel Services, 
825 Mililani St., Honolulu 13, Hawaii. 


Medical Health Officer—for Springfield, 
Mass. (population 175,000). Modern public 
health program, including school health serv- 
ices. Staff: 60 full-time and 34 part-time em- 
ployees. Excellent personnel policies. Qualifi- 
cations: M.D., M.P.H., and experience in pub- 
lic health required. Salary $14,300 per year. 
Apply to John C. Ayres, M.D., 1414 State St., 
Springfield, Mass. 


Commissioner of Public Health—for the 
city of Worcester, Mass., population 200,000. 
Minimum requirements: citizenship, M.D. from 
Grade A medical school, public health degree, 
practical public health experience. Well or- 
ganized staff, 75 full time, 50 part time. Ideal 
living conditions. Maximum salary at present 
$15,000. Position now available. Apply, out- 
lining qualifications and background, and 
salary desired, to Francis J. McGrath, City 
Manager, City Hall, Worcester, Mass. 


Medical Administrator—for combined 


position of county health officer and director 
of accredited 80-bed general hospital. Posi- 
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tion requires eligibility for medical registra- 
tion in the state of Michigan and some ex- 
perience in both fields. Salary range $12,000- 
$15,000, depending upon experience. Apply, 
outlining qualifications and background, to 
Douglas H. Fryer, M.D., Director, Division of 
Local Health Administration, Michigan De- 
partment of Health, Lansing, Mich. 


Public Health Director—Duties involve 
joint administration of Greene County Health 
Department serving approximately 30,000 
population and the City of Springfield Health 
and Welfare Department serving 95,000 popu- 
lation. The city provides all normal public 
health services and also operates a modern 
50-bed hospital and outpatient clinic for in- 
digents. The public health program main- 
tains excellent relations with the local medical 
profession. Requirements: M.D. degree from 
approved medical school and M.P.H. degree. 
Local or state public health administrative ex- 
perience may be substituted for the M.P.H. 
degree. Salary open. Write to Department of 
Personnel, City Hall, Springfield, Mo. 


Physician—to travel Midwest with mobile 
medical center equipped with x-ray and lab- 
oratory. Diagnostic examinations for nonprofit 
organization. Opportunity for wife as assistant 
technician. Write Medical Director, Garment 
Industry Medical Center, 4646 Lindell, St. 
Louis 8, Mo. 


Medical Director—for state-wide Tuber- 
culosis Control Program for the state of 
Nevada, with headquarters in Reno. Salary 
$1,007-$1,348, depending upon training, ex- 
perience, and board certification in an appro- 
priate specialty. License: eligibility for li- 
censure in Nevada. Excellent recreational op- 
portunities, including fishing, hunting, water 


sports, and mountain climbing. Exceptional 
fringe benefits. For further information con- 
tact Nevada State Personnel Department, 


Carson City, Nev. 


Director, Division of Public Health and 
Preventive Medicine—Large seneral hos- 
pital. Must have M.D. and M.P.H. degrees. 
Will direct development of county-wide public 
health program. Excellent facilities. Salary 
open. Apply: Rufus R. Little, M.D.. Super- 
intendent, Bergen Pines County Hospital, 
Paramus, N. J. 


Pediatrician—Board eligible or certified 
to work as public health physician with the 
Maternal and Child Health Division of the 
New Mexico Department of Public Health as 
medical director of a clinic for mentally re- 
tarded children. as well as general maternal 
and child health work. Write A. Looram, 
M.D., Director, Maternal and Child Health 
Division, State Health Department, Santa Fe, 
N. M. 
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District Health Officer—Tri-County Unit; 
headquarters Bend, Ore. M.D. and M.P.H. 
degrees, and eligibility for medical licensure in 
Oregon. Salary $13,200 a year to start. Write 
to Mr. A. T. Johnson, Personnel Director, 
Oregon State Board of Health, P. O. Box 231, 


Portland 7, Ore. 


District Health Officer—Public health 
administrator of a district area; district epi- 
demiologist. Plan, organize, supervise work of 
professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hygien- 
ists, health educators, and social workers. Re- 
quires M.D, and M.P.H. degrees and license 
to practice medicine in Wisconsin. Salary: 
starting rate $1,006, $1,131, or $1,256 per 
month, depending on training or experience 
which can be credited toward board certifica- 
tion in public health. Civil service, vacation, 
sick leave, Social Security, retirement, group 
health and life insurance benefits, travel al- 
lowance. For applications and further in- 
formation write R. J. Siesen, Personnel Officer, 
State Board of Health, State Office Bldg., 
Madison 2, Wis. 


Public Health Nurses—Generalized serv- 
ice in semirural area in the heart of the Red- 
wood Empire on northern California’s Pacific 
Coast. Year-round sports and recreation area; 
mild climate. Salary $439-$549 in four years. 
Thirty-seven and one-half-hour week. Car 
furnished. Requires approved PHN prepara- 
tion. Experience desirable, but not essential. 
Write Director of Nursing, Hamboldt-Del 
Norte County Health Department, 805 Sixth 
St., Eureka, Calif. 


Public Health Nurse—to perform field 
and clinical work for the city of Pasadena, 
Calif. Salary $494-$602 per month. Excellent 
workine conditions and liberal benefits. Re- 
quires R.N. and PHN from the state _of Cali- 
fornia. Direct inquiries to Personnel Director, 
Pasadena City Hall, 100 North Garfield Ave., 


Pasadena, Calif. 


Public Health Nursing Supervisor— 
Professional supervision for a staff of eight, 
all fully qualified; participation in program 
planning and evaluation. Nonofficial associa- 
tion, generalized service, close cooperation with 
the director of health and staff. Student pro- 
gram starting 1962. Active board of di- 
rectors. Liberal personnel policies. Located 
ten miles from Yale University. Salary open. 
Write Sarah M. Ferguson, R.N., M.P-.H., Di- 
rector, Hamden Public Health and Visiting 
Nurse Association, Inc., Town Hall, Hamden 
18, Conn. 


Maternal and Child Health Nursing 
Consultant—Position with the State of 
Hawaii Department of Health, Bureau of Ma- 
ternal and Child Health. Requires five years’ 
nursing experience, of which three years must 
have been in public health nursing and involv- 
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ing one year of teaching or supervisory re- 
sponsibility; graduation from nursing school 
and college; completion of a college program 
in public health nursing; and graduate study 
in obstetrical and/or pediatric nursing. Salary 
$6,156-$7,860 per annum. Write to Depart- 
ment of Personnel Services, State of Hawaii, 
825 Mililani St., Honolulu 13, Hawaii. 


Executive Director—Public Health Nurs- 
ing Association. Own headquarters; 16-nurse 
staff; generalized nursing service. Adminis- 
trative ability and M.A. degree desired. Salary 
open. Apply to Mrs. Fred P. Bamberger, 
Personnel Committee Chairman, 2906 Bayard 
Park Dr., Evansville, Ind. 


Public Health Nurse—Challenging posi- 
tion in a Detroit suburb of 115,000 for one 
with experience and training in public health 
nursing. Salary $5,100-$5,862 per year. Sub- 
mit résumé to the Personnel Department, City 
Hall, Dearborn, Mich. 


Senior Public Health Nurse—for gen- 
eralized public health nursing, Livingston 
County, Mich. Starting salary dependent 
upon qualifications. Opportunity for nurse 
interested in program development in rural 
area. County seat lies near large urban areas, 
University of Michigan, and Michigan State 
University. For further information please 
contact Judith I. Hubbel, R.N., Public Health 
Nurse, Livingston County Health Department, 
Court House Annex, Howell, Mich. 


Public Health Nurse III (District Ad- 
visory Nurse)—Give guidance and coun- 
seling to all public health nurses in a multiple- 
county area regarding community organiza- 
tion and relationships, program planning, pub- 
lic health nursing technics, records, and re- 
porting. Responsible for inservice education 
program for local public health nurses and 
evaluation of nursing services. B.S. degree 
with major in public health nursing and three 
years’ generalized experience as a_ public 
health nurse. Special requirements: registra- 
tion or eligibility therefor as a registered nurse 
in Wisconsin; certification or eligibility for 
certification as a public health nurse in Wis- 
consin. Salary range $6,072-$7,872. Civil serv- 
ice, vacation, sick leave, Social Security, in- 
surance and retirement benefits. Write Ione 
M. Rowley, R.N., Director, Public Health 
Nursing, 119 Monona Ave., Madison 3, Wis. 


Sanitary Engineer—for director of Sani- 
tation Division of 17 personnel. Recent winner 
of the Samuel J. Crumbine Certificate of 
Merit, national award in food sanitation. 
City-County Health Department serving popu- 
lation of approximately 170,000. Must have 
B.S. degree in sanitary engineering and 
administrative experience. Under Social 
Security; salary $8,600, plus travel allowance. 
Contact Arnold W. Brockmole, M.D., Health 
Officer, 201 S. E. Third St., Evansville, Ind. 
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Sanitarian (Massachusetts Registered) 
—for Health Department, Plymouth, Mass. 
Full time. Starting salary $4,723; maximum 
$5,224 in five years. Position available De- 
cember 1, 1961. Town pays half of health 
and life insurance plan. Town car available. 
Retirement program. Please give full statis- 
tics, qualifications, and references. Write to 
Health Department, Plymouth, Mass. 


Sanitarian—Large midwestern hospital de- 
sires person to conduct research and training 
in environmental sanitation. Administrative 
ability required. B.S. or M.S. degree in pub- 
lic health or related field. Experience desir- 
able. Please state your qualifications and 
current salary. Box S-41, Employment Serv- 
ice, APHA. 


Chronic Disease Social Worker (Medi- 
cal or Psychiatric )—Assist in development of' 
a state-wide rehabilitation and home nursing 
care program emphasizing good team care of 
handicapped people, mostly elderly. Partici- 
pate in planning and conducting training in- 
stitutes on rehabilitation for nurses and other 
professional personnel with emphasis on psy- 
chological and social aspects of aging and 
chronic disease. Initiate and develop interest 
and cooperation by social and welfare agencies 
in the division’s local programs for the aged 
and the chronically ill. Interpret to lay and 
professional groups the role and function of 
the social worker in comprehensive patient 
care. Desirable qualifications: master’s degree, 
plus three years of pertinent experience. 
Salary starts at $6,912; maximum $8,952. 
Travel allowance, vacation, sick leave, retire- 
ment, group insurance plans. Write R. J. 
Siesen, Personnel Officer, State Board of 
Health, Madison 2, Wis. 


Consultant, Psychiatric Social Work— 
Challenging opportunity for psychiatric social 
worker with child guidance clinic experience 
and professional maturity. Public health 
focus on primary prevention reaching 
facets of everyday family and community liv- 
ing. Creative educational work with parents, 
lay persons, nurses, public health personnel, 
teachers, and others. Consultation and in- 
service procedures emphasized. Assignment 
to district public health team serving several 
counties. Experimental and pioneering at- 
titude essential. Master’s degree and several 
years’ paid experience, including some in a 
standard community child guidance clinic. 
Salary $6,912-$8,952. Civil service benefits. 
J. L. Wardlaw, Jr., M.D., State Board of 
Health, Division of Child Guidance, Madison 
2, Wis. 


Clinical Psychologist—Challenging oppor- 
tunity for clinical psychologist with child 
guidance clinic experience and _ professional 
maturity. Public health focus on primary 
prevention reaching all facets of everyday 
family and community living. Creative edu- 
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cational work with parents, lay persons, nurses, 
public health personnel, teachers, and others. 
Consultation and inservice procedures em- 
phasized. Assignment to district public 
health team serving several counties, Experi- 
mental and pioneering attitude essential. Com- 
pletion (except for dissertation) of academic 
requirements for Ph.D. in clinical psychology, 
supplemented by paid experience in stan 
three-member community child guidance 
clinic. If M.A., must have four years’ ex- 
perience, three of which have been paid, in- 
cluding some in community child guidance 
clinic. Salary $7,512-$9,732. Civil service 
benefits. J. L. Wardlaw, Jr., M.D., State 
Board of Health, Division of Child Guidance, 
Madison 2, Wis. 


Medical Records Librarian—An unusual 
opportunity to set up a medical records sys- 
tem in a new dynamic Mental Health Center. 
Must be registered, and must be well trained 
and capable. Position available immediately. 
Starting salary $405-$492, depending on quali- 
fications. Attractive fringe benefits and work- 
ing conditions. Contact Personnel Director, 
Fort Logan Mental Health Center, P. O. Box 
188, Fort Logan, Colo. 


Health Educator—Male or female, with 
M.P.H. or equivalent experience, for city of 
82,000 and county of 169,000 with active, re- 
spected public health program. Three colleges. 
Salary $5,760-$7,200, plus usual fringe bene- 
fits. E. F. Hersey, M.D., Director, Kalamazoo 
County Health Department, City Hall, Kala- 
mazoo, Mich. 


Health Educator (Experienced )—for 
well organized County Health Department in 
Michigan. Apply to Box HE-99, Employ- 
ment Service, APHA. 


Public Health Educator IIl—Initiate and 
develop school-community health education 
programs in a multicounty district. Desirable 
qualifications: M.P.H. degree, plus two years’ 
experience in health education; sound work- 
ing knowledge of principles of education and 


methods of teaching. Salary starts at $6,072; 
maximum $7,872. Travel allowance, vacation, 
sick leave, retirement, group insurance plans. 
Write R. J. Siesen, Personnel Officer, State 
Board of Health, Madison 2, Wis. 


Public Health [Educator (Dental 
Hygienist)—Assist in developing dental 
health programs for preschool and adult 
groups in a several county area. Coordinate 
dental health education activities with over-all 
health education program. College gradua- 
tion, M.P.H. degree, and two years’ experi- 
ence. Licensure or eligibility for licensure to 
practice dental hygiene in Wisconsin essential. 
Salary: Public Health Educator I[I—start at 
$6,072, maximum $7,872. Public Health Edu- 
cator II (without M.P.H. degree)—start at 
$5,712, maximum $7,212. Civil service, vaca- 
tion, sick leave, Social Security, and retire- 
ment benefits. Write R. J. Siesen, Personnel 
Officer, State Board of Health, 400 State Office 
Bldg., Madison 2, Wis. 


Dental Hygienist—for established dental 
health program in well equipped, modern 
health department. Salary range $4,320-$5,400 
per year, plus liberal travel allowance. Write 
to J. H. White, M.D., Director, Weld County 
Health Department, P. O. Box 521, Greeley, 


Colo. 


Director, Public Health Laboratory— 
M.S. degree with major in microbiology, minor 
in immunology, and five years’ experience in a 
public health laboratory, or a Ph.D. from an 
accredited university and one year’s experi- 
ence. Excellent opportunity for a qualified ap- 
plicant. Salary range $461-$564; upward re- 
vision being considered. Write to Civil Serv- 
=| Commission, 425 East State St., Rockford, 
ll. 


Virologist — Master's degree and two 
years’ laboratory experience, including six 
months in virus lab. Starting salary de- 
pendent on qualifications. Range $500-$625. 
Contact Administrative Officer, State Board 
of Health, Helena, Mont. 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Executive Director—B.S., M.A., ten-year 
background as executive director of state pro- 
fessional society in health field. Experienced 
in administration, public relations, convention 
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management, legislative work, and community 
integration. Will relocate. Write Box C-60, 
Employment Service, APHA. 
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BOOK REVIEWS 


All reviews are prepared on invitation. 


GUIDE TO A COMMUNITY HEALTH STUDY 
(2nd ed.)—American Public Health Associa- 
tion. New York, N. Y.: (The Association, 1790 
Broadway), 1961. 156 pp. Price, $2.50. 


The APHA Committee on Public 
Health Administration has had the cour- 
age to change with changing conditions 
and kept aware of timeliness. So much 
has happened in so many ways during 
the 40 odd years since the early steps 
were taken for appraisal in the United 
States! Changes still occur, as_ illus- 
trated in this second edition of the 
Guide, besides the removal of “bugs,” 
the reduction of adjectives, and the im- 
provement in printing and readability— 
the latter especially pleasing to the 
National Society for the Prevention of 
Blindness. 

These 156 pages are packed with con- 
structive, stimulating ideas for all con- 
cerned. Those who participate in com- 
munity studies, as the committee on 
preparation of the Guide hopes, opti- 
mistically, will find new approaches to 
the evaluation process, even to possible 
clues to attitudes, perhaps. How to 
make the best use of available resources, 
and of new or different facilities, 
may be suggested. The inspiration and 
pleasure of partnership in exploring 
community requirements and services 
will come with action under wise leader- 
ship. 

Leading questions cause those who use 
the Guide to think of quantity, quality, 
interpretation, opportunity, and under- 
standing of those who serve, and are 
served, and of others. “We,” “our com- 
munity life,” “your plans for follow-up” 
are terms included by the 60 or more 
people who helped to improve the first 
edition of this document. 

Typographical errors, overspecialized 
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words and terms, cumbersome sentences 
are few. References to the 1951 local 
and the 1954 state descriptions of serv- 
ices and responsibilities suggest another 
job of revision for an APHA committee, 
especially as the footnote refers to stand- 
ards and objectives. Among groups to 
assist in the use of the Guide, can 
women’s auxiliaries and church groups 
be included more often, as well as the 
Junior Leagues, among others? Are 
we overlooking private schools, except 
for “parochial” schools? 

But these are minor details to remind 
us that we are people who are dealing 
with people for people. Those who have 
done this excellent job deserve praise 
and gratitude. Wide use of this valu- 
able “tool” is anticipated. 

Ira V. Hiscock 


PROCEEDINGS OF A SYMPOSIUM ON 
IMMUNIZATION. IN CHILDHOOD — 
Baltimore, Md.: Williams and Wilkins (428 
East Preston St.), 1960. 139 pp. Price, $4.25. 


This is a well edited summary of a 
lively discussion of problems relating to 
immunization in childhood in which 
representatives of all interested segments 
of the British medical profession partici- 
pated. Among the major topics for dis- 
cussion were: provocation poliomyelitis 
or poliomyelitis following injections; 
hazards of pertussis vaccination; faults 
in the sterilization of syringes and 
needles; immunization against polio- 
myelitis, pertussis, diphtheria, and teta- 
nus; the use of combined immunization 
procedures; and recording of immuniza- 
tions. The discussions led up to the de- 
velopment and adoption of two immuni- 
zation schedules, Schedule A for those 
who prefer to limit the number of com- 
bined immunizations, and Schedule B 
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for those using triple vaccine (diph- 
theria, tetanus, and pertussis). The use 
of quadruple vaccine, incorporating 
poliomyelitis vaccine with the triple 
vaccine, was mentioned in the discus- 
sions but not included in any recom- 
mended immunization schedule. 

The British Schedule B differs in some 
respect from the one advised in the 
APHA’s “Control of Communicable Di- 
seases in Man.” The British recommend 
that the initial two poliomyelitis vaccina- 
tions be given at 7-10 months of age, 
whereas the APHA recommends that 
they be started as early as two months 
of age. The recommended interval be- 
tween the second and third doses is about 
the same under the two schedules. The 
British group stated that there was no 
doubt concerning the necessity for a 
fourth dose of poliomyelitis vaccine, but 
it could not decide on the proper timing 
for this dose. 

The British do not. place the same 
emphasis upon vaccination against small- 
pox in early infancy as is done in the 
United States. On the contrary, they 
recommend smallpox vaccination during 
the preschool period, since extensive 
British data for the period 1951-1957 in- 
dicate that generalized vaccinia and post- 
vaccinal encephalitis were reported at 
considerably higher rates in the group 
vaccinated under one year of age than 
in the 1-4-year-age group. A major 
difference lies in the British recom- 
mendation for routine immunization 
with BCG vaccine at 10-15 years of age, 
in contrast to American usage in re- 
stricting BCG vaccine to special situa- 
tions. It is of interest to note that the 
British are now convinced of the efficacy 
of pertussis immunization. 

This book is highly recommended to 
those who wish to gain an over-all view 
of British studies in the immunization 
field and those who wish to acquire some 
insight into the background of British 
thinking regarding immunizations. 

Epwarp R. SCHLESINGER 
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SOCIAL WELFARE ADMINISTRATION — 
Edited by Ella W. Reed. New York, N. Y.: 
Columbia University Press (2960 Broadway), 
1961. 121 pp. Price, $2.25. 


This brief volume contains eight 
selected papers which were given at the 
1960 National Conference on Social Wel- 
fare. The essays cover a broad range of 
topics relevant to social welfare adminis- 
tration as indicated by the following 
titles: “Methods of Agency Self-Exami- 
nation,” by Sol Morton Isaac; “Common 
Elements in Administration,” by James 
D. Thompson; “The Administrative 
Process in a Social Welfare Agency,” by 
Sue W. Spencer; “Organizational Pre- 
conditions for Research,” by David G. 
French; “The Margin of Malleability,” 
by Richard F. Cleveland; “The Human 
Aspects of Administration,” by L. J. 
Ganser; “Approaches to the Study of 
Professional Practice,” by John C. Flana- 
gan; and “Selection and Staff Placement 
of Personnel,” by Sidney Berengarten. 

Practitioners in social welfare have 
often been criticized for taking refuge in 
platitudes and failing to establish criteria 
for evaluating the impact of their or- 
ganizational efforts. In this respect, the 
tenor of these essays is indeed salutary. 
There is a strong plea to make the in- 
tended products of social welfare agen- 
cies explicit and, even more, to establish 
empirical criteria by which agencies may 
assess their effectiveness. Granting the 
unique characteristic of social welfare or- 
ganizations, they have much in common 
with other kinds of organizations, and 
the findings and concepts of administra- 
tive science have as much meaning for 
the field of social welfare as for business 
or education. The potential contribu- 
tion of research is well appreciated, and 
there is intelligent consideration of how 


“basic and applied research might be 


utilized to benefit the social welfare pro- 
fession. 

The essays are clear, interesting, and 
provocative and should prove useful to 
teachers and practitioners of social wel- 


VOL. 51, NO. 11, A.J.P.H. 


fare. In addition, workers in related 
fields and professions will be heartened 
by the strong research orientation which 


runs through the book. Sor Levine 


THE SICKNESS SURVEY OF DENMARK 
1951-1954—Text by Marie Lindhardt. Pub- 
lished by the Committee on the Danish Na- 
tional Morbidity Survey. Copenhagen, Den- 
mark: Munksgaard, 1960. 262 pp. 


Those contemplating a morbidity sur- 
vey can learn much from the problems 
encountered and the solutions developed 
by the Danish Committee in its house- 
to-house survey of the sickness experi- 
ence among its adult population not ad- 
mitted to hospitals at the time of inter- 
view. The purpose of this project was 
to chart the diseases and morbid condi- 
tions, including dental morbidity, within 
a representative sample of those age 15 
and over and to learn what groups are 
liable to various forms of illness in rela- 
tion to age, sex, residence, occupation, 
economic status, certain habits, and other 
relevant factors. This report, based on 
87,000 respondents (somewhat less than 
3 per cent of the adult population) sup- 
plements that of a related survey among 
hospitalized cases published by the same 
committee in 1958 under the title, “The 
Hospital Survey in Denmark.” 

The report compares the current 
Danish methods with those of previous 
efforts within its own borders and of 
nation-wide surveys in four other coun- 
tries: Great Britain (the principal model 
for the Danish project), the United 
States, Canada, and Ceylon. Reports of 
the recent Japanese experience have not 
appeared in translation. The Danish 
Committee concludes that because of 
differences in methodology, comparison 
of results of these various surveys is not 
possible. Difficulties in defining the con- 
cept of sickness seem to be the chief 
explanation. 

The Danish survey depended upon 
the respondent’s definition of sickness as 
recorded by a staff of trained interview- 
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ers. Compared with known diagnoses 
in a subsample of 6,500, the people’s 
ideas of their ailments coincided reason- 
ably well with medical judgment. 

Although the Danish data received 
careful statistical treatment, in a few in- 
stances more treatment than the data 
seem to merit, e.g., the common cold, 
the report does give full consideration to 
possible sources of error in the interpre- 
tations and conclusions. Nevertheless, 
the committee believes that the survey 
has covered a fairly representative 
sample of the adult population, and the 
results have provided valuable informa- 
tion on morbidity and its relation to 
social conditions. 

Readers with morbidity and survey 
interests will, I believe, agree with the 
committee’s conclusion. 

Lestie W. Knott 


SALARIES AND WORKING CONDITIONS 
OF SOCIAL WELFARE MANPOWER IN 
1960—A survey conducted by the U. S. 
Department of Labor, Bureau of Labor Sta- 
tistics, in cooperation with the National Social 
Welfare Assembly, Inc., and the U. S. De- 
partment of Health, Education, and Welfare. 
New York, N. Y.: National Social Welfare 
Assembly, Inc. (345 East 46th St.), 1961. 
130 pp. Price, single copy $1.75; quantity 
rates available. 


This 1960 nation-wide survey of full- 
time employees carrying on welfare ac- 
tivities in social welfare agencies sup- 
plements a similar study in 1950 (“Social 
Workers in 1950”) except that recrea- 
tion workers are included in the current 
report. 

Sixty-three tables and numerous charts 
interpret and compare narratively the 
conditions in 1950, and include the num- 
ber, age, sex, marital status, distribution 
among governmental and voluntary pro- 
grams, levels of positions held, and spe- 
cific services such as casework, group 
work, recreation, as well as educational 
qualifications, salaries, fringe benefits, 
and geographic spread. 

The data are of regional and national 


1759 


significance, but are not of specific help 
in adopting personnel practices in com- 
parison with other agencies within re- 
cruitment range. The data provide es- 
sential information to those who want 
current pertinent facts about social wel- 
fare personnel in general. 

Helpful features, in addition to the 
interpreted data, are the description of 
the scope and method of the survey, lists 
of types of agencies employing social 
welfare personnel, and the types of posi- 
tions included and excluded from the 
survey. 

Separate reports will be published by 
the Bureau of Public Assistance and the 
Children’s Bureau for public assistance 
and child welfare workers, and by the 
Public Health Service for employees en- 
gaged in the administration of public 
health programs, including maternal and 
child health, crippled children and com- 
munity health. 

Data have been coded and punched 
on cards and it is possible that specific 
needs for information could be _pro- 
duced were it wanted. 

Cuarces B. FRASHER 


SOCIAL SECURITY: PROGRAMS, PROB- 
LEMS AND POLICIES—Selected Readings 
by William Haber and Wilbur J. Cohen. 
Homewood, Ill.: Richard D. Irwin, 1960. 606 
pp. Price, $8.75. 


Professors Cohen and Haber have per- 
formed a useful service to teachers and 
students of Social Security by producing 
a second volume of their well known 
“Readings in Social Security,” first pub- 
lished in 1948. In the intervening 13 
years, programs have proliferated while 
books, special studies, reports, official 
and otherwise, and technical articles 
have enormously increased in number. 
Hence the problem of selection has be- 
come increasingly difficult. Inevitably 
every reader will judge the present vol- 
ume by his own interests and needs, and 
criticism is more likely to be directed 
to that which is omitted than to the in- 
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clusions. Each section is, however, en- 
riched by a list of additional selected 
references. 

The title is somewhat misleading for, 
in fact, it concentrates very heavily on 
social insurance rather than on the en- 
tire field of Social Security. The ma- 
terial on public assistance is particularly 
weak. There are not even any excerpts 
from the important Federal Advisory 
Council on Public Assistance of 1960. 
Similarly, the section on Medical Care 
concentrates on health insurance and 
gives little or no representation to com- 
prehensive health programs, medical 
care as administered by public welfare 
agencies, or even, for that matter, Medi- 
care or the Veteran’s medical services. 
It is also unfortunate that the book was 
undoubtedly completed before the many 
special issues of professional journals 
celebrating the 25th anniversay of the 
Social Security Act were available. Thus, 
they print Christgau’s 1955 article on 
OASI rather than his more up-to-date 
paper of 1960. 

It is surprising, on the part of two 
authors whose devotion to the public 
programs is well known, that in a volume 
which claims to present the important 
viewpoints mirroring major lines of rea- 
soning, while the views of many critics 
of social security are presented at length, 
no place is found for any reproduction 
of the views of organized labor, or of 
such active proponents of public action 
as the American Public Welfare Asso- 
ciation or the National Association of 
Social Workers. Furthermore, in view of 
the space devoted to Dillard Stoke’s 
critique of the financing of OASDI, it 
would have been helpful to have re- 
produced one of Robert Myer’s reports 
to Congressional Committees on the 
actuarial aspects of the program or one 
of the Committee Reports or one of 
Cohen’s own articles on the legislative 
history of major amendments which re- 
veal so well to students the careful con- 
sideration that is given by the legislators 
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to the financial aspects of proposed 
changes. This reviewer’s experience has 
been that this type of material is much 
more useful for teaching than the Report 
of the Advisory Council on Social Se- 
curity Financing, which is quite properly 
printed in this volume. 

Perhaps the most serious criticism to 


be made of the “Readings” is that the 
authors fail to indicate, in many cases, 
at the head of each excerpt its exact 
source and whether it is a complete or 
an abridged version of the article or 
chapter, or even whether the material is 
available in print or only in mimeo- 
graphed form. Evetine M. Burns 


BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


ADMINISTRATION OF Community Serv- 
ices. Prepared in consultation with the 
Committee on Public Health Administration 
of the American Public Health Association 
and a Special Advisory Committee. Edited 
by Eugene A. Confrey. Chicago, IIl.: Inter- 
national City Managers’ Association, 1961. 
560 pp. Price, $7.50. 

Current Proptems ELECTROBIOLOGY. 
Annals of New York Academy of Sciences, 
Vol. 94, Art. 2. Dominick P. Purpura, et al. 
New York, N. Y.: The Academy, 1961. Pp. 
337-654. Price, $3.50. 

Evementary Teacuers Guipe to Free Cur- 
ricuLuM MareriAts. 18th Annual Edition 
1961. Randolph, Wis.: Educators Progress 
Service, 1961. 346 pp. Price, $7.50. 

FINANCIAL ASSISTANCE AVAILABLE FOR THE 
Grapuate Stupy 1n Mepicrne (6th ed.). 
Evanston, Ill.: Association of American 
Medical Colleges, 1961. 197 pp. Price, $3. 

HEALTH AND Fitness IN THE Mopern Wort. 
A Collection of Papers Presented at the 
Institute of Normal Human Anatomy - and 
the Ministry of Foreign Affairs, Rome, Italy. 
Chicago, Ill.: Athletic Institute, 1961. 400 
pp. Price, $4.50. 

HeattH Manpower Source Book. Section 
II-Medical School Alumni. William H. 
Stewart and Maryland Y. Pennell. Wash- 
ington, D. C.: Gov. Ptg. Office, 1961. 316 pp. 

Ice Cream AND Retatep Propucts. J. H. 
Frandsen and W. S. Arbuckle. Westport, 
Conn.: Avi Publishing Co., 1961. 372 pp. 
Price, $10.50. 

Mepictine SHow—Some Plain Truths about 
Popular Remedies for Common Ailments. 
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Editors of Consumer Reports. New York, 
N. Y.: Simon and Schuster, 1961. 250 pp. 
Price, $3.95. 

MonictpaL Reruse Disposat. Committee on 
Refuse Disposal, American Public Works 
Association. Chicago, Ill.: Public Adminis- 
tration Service, 1961. 522 pp. Price, $8. 

Nursinc Home ApministraTion. John D. 
Gerletti; C. C. Crawford; and Donovan J. 
Perkins. Downey, Calif.: Attending Staff 
Association, 1961. 472 pp. Price, $6.50. 

PercepTuUAL CHANGES IN PsYCHOPATHOLOGY. 
Edited by William H. Ittelson and Samuel 
B. Kutash. New Brunswick, N. J.: Rutgers 
University Press, 1961. 262 pp. Price, 
$9. 

PuysioLocre Humatne—Cellulaire et Organ- 
ique. H. Laborit. Paris, France: Masson 
et Cie, Libraires de l’Academie de Mede- 
cine, 1961. 586 pp. 

PsycnHopaTHoLocy oF Acinc. Edited by 
Paul H. Hoch and Joseph Zubin. New York, 
N. Y.: Grune and Stratton, 1961. 321 pp. 
Price, $9.75. 

SeroLocy oF CONGLUTINATION AND Its Rexa- 
TION TO Disease. R. R. A. Coombs; Anne 
M. Coombs; and D. G. Ingram. Springfield, 
Ill. Thomas, 1961. 210 pp. Price, $9. 

Snort MANUAL oF VENEREAL DISEASES AND 
Treponematosis. R. C. L, Batchelor and 
Marjorie Murrell. Baltimore, Md.: Wil- 
liams and Wilkins, 1961. 316 pp. Price, $6. 

SoctaL Insurance—Some Problems for Statis- 
tical Research. Papers presented at the 
Annual Meeting, American Association for 
the Advancement of Science, 1960, under the 
sponsorship of the New York Area Chapter 
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of the American Statistical Association. 
Edited by Lincoln H. Day. New York, 
N. Y.: Columbia University, Bureau of Ap- 
plied Social Research, 1961. 71 pp. 

SratresMAn’s YEARBOOK 1961-1962. Edited by 
S. H. Steinberg. New York, N. Y.: St. 
Martin’s Press, 1961. 1,720 pp. Price, 
$9.50. 

Synopsis or Pusiic HeattH anp SoctAL 
Meoictne. A. J. Essex-Cater. Baltimore, 
Md.: Williams and Wilkins, 1960. 563 pp. 
Price, $11. 

Teacuinc Your Cuitp Ricut rrom Wronc. 
Dorothy K. Whyte. New York, N. Y.: 
Bobbs-Merrill, 1961. 192 pp. Price, $3.50. 

Toapstoot A Social History 
of Patent Medicines in America Before Fed- 
eral Regulation. James Harvey Young. 


Princeton, N. J.: Princeton University Press, 
1961. 282 pp. Price, $6. 

Trairor Wirntn. Our Suicide Problem. 
Edward Robb Ellis and George N. Allen. 
New York, N. Y.: Doubleday, 1961. 237 pp. 
Price, $3.95. 

Asout tHe New Birtu Controt Pitts. 
John Devaney and Philip Reaves. New 
York, N. Y.: Popular Library, 1961. 126 
pp. Price, 50 cents. 

Unrr Operations or SANITARY ENGINEERING. 
Linvil G. Rich. New York, N. Y.: Wiley, 
1961. 308 pp. Price, $10.75. 

Votuntary Mepicat InsurANCE IN CANADA 
1958. Summary Data. Research and Sta- 
tistics Division. Health Care Series No. 13. 
Ottawa, Canada: Department of National 
Health and Welfare, 1961. 92 pp. 


A SELECTED PUBLIC HEALTH 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.AP.H.A. 


Healthy School-Agers — During 
the decade ending 1959 mortality from 
all causes declined by about a third 
for school-age children from 5 to 14 
years old. Accidents still took a toll of 
more than 6,500 children’s lives though 
the record even here improves. The 
accidental deaths were more than two 
and a half times the number of cancer 
deaths—the second leading cause in this 
age group. Children run-over or hit 
while playing on the streets were the 
chief accident victims. In both these 
papers the tabulations are well worth 
your thoughtful study. 

Anon. Health of the School-Age Popula- 
tion (and) Accident Hazards at the School 
Ages. Statist. Bull. Metrop. Life Insur. Co. 
42,8:1 (Aug.), 1961. 
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Suburban Sprawl (Continued )— 
Marked suburban growth has gone on 
all through the decade of the 50’s in 
the “Standard Metropolitan Statistical 
Areas.” It was highest in the Pacific 
States and least in the New England 
States. For the second successive decade 
the population of Miami and its environs 
increased about 160 per cent. In only 
a few SMSA’s were central city gains 
greater than their suburbs: Phoenix led 
in this respect but Dallas, Houston, San 
Antonio, and the Tampa-St. Peters- 
burgh combination also made such a 
record. The sanitary and health ad- 
ministrative problems created by subur- 
ban sprawl are widely understood by 
us but they are dramatically pinpointed 
here. 
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Anon. Suburban Population Increasing 
Rapidly. Statist. Bull. Metrop. Life Insur. Co. 
42,7:1 (July), 1961. 


About British Babies—lIntroduc- 
ing a series of papers about maternity 
and child health, published in a special 
issue of the journal of the (Br.) Society 
of MOH, an editor writes: “The child 
health services of the local authorities 
have been under critical fire from the 
outside virtually since their inception. 
In the beginning they were ‘encroach- 
ments’ on the work of others, later they 
became ‘a deplorable waste of time and 
money’ and today the fashionable word 
would seem to be ‘anachronistic.’ Criti- 
cism from within has received less pub- 
licity but it certainly exists and has had 
no little effect.” Have comparable serv- 
ices on our side of the water had, and 
survived, such criticism? If so, these 
half dozen papers must have meaning 
and interest for us. 


Anon. Taking Stock. 
6:321 (Sept.), 1961. 


Pub. Health 75, 


Success Story—No matter how dis- 
tant your professional interests may be 
from environmental sanitation you could 
not but be impressed by this factual ac- 
count of the tremendous job of organiz- 
ing and carrying out sanitary safeguards 
for more than 56,000 campers at the 
camp site and in transit to and from 
the camp—in 68 special trains, 28 regu- 
lar trains, and 600 buses. No case of 
illness attributable to sanitation-related 
conditions was recorded. A man-size 
job if ever there was one! 

Butiiunc, M. Boy Scout Jamboree Sanita- 


tion. The Sanitarian 24,1:18 (July-Aug.), 
1961. 


Better Polio Vaccine—lIt is re- 
ported here that there is now available 
a purified, concentrated polio vaccine 
giving standard optimal quantities of 
antigen (without any nonviral antigens) 
and employing a relatively nonvirulent 
substitute for the Type 1 Mahoney strain. 
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Cuarney, J. C., et al. Development of a 
Purified Poliomyelitis Virus Vaccine. J.A.M.A. 
177,9:591 (Sept. 2), 1961. 


Interim Report—British researchers 
seem to be finding more penicillin-resist- 
ant strains of gonococci than do our 
VD experts. The conclusion of this 
committee study is that the present 
situation gives cause for concern but 
not alarm (because there is little cur- 
rent evidence that such resistant strains 
exceed the highest levels reported by 
the committee a few years earlier). 
However, there is need for maintaining 
a continuous survey. 

Farrsrotuer, R. W., et al. Resistant Strains 


of Gonococci to Penicillin. Lancet 7196:226 
(July 29), 1961. 


Preventing Measles—A good word 
is said here for the prophylaxis of 
measles via the attenuated virus vac- 
cine route. Only one in ten treated 
children had malaise similar to mild 
natural infection; the others carrying on 
as usual. Complications were rare and 
vaccination was generally acceptable to 
parents and their physicians. 


Karewitz, J., et al. Measles Vaccine. 
J.A.M.A. 177,8:537 (Aug. 26), 1961. 


Planned Waters—What must be 
the all-time bottom of understatements 
is this: “Providing safe and reliable 
water supplies on the moon will not be 
an easy task.” It is from a stimulating 
speculation entitled “Water Supply on 
the Moon” and it follows a more mun- 
dane discussion of our American water 
problems here and now. That paper, 
by the U. S. Senator from Arizona, who 
must have good reason to understand 
the imperative need for a strong national 
program of water management, outlines 
graphically our present water resources 
and withdrawals, and the growing short- 
ages that must surely happen if we do 
not take action now. 

Kerr, R. S. Planning for National Water 


Needs. J. Am. Water Works A. 53,9:1081 
(Sept.), 1961. 
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Nonpolio “Poliomyelitis” — In 
Scotland, in 1959, a number of patients 
—some with paralysis—were sent to 
hospitals with a provisional diagnoses 
of “poliomyelitis” or “meningitis,” but 
from none could a poliovirus be isolated. 
Virologic study produced a number of 
agents in which Coxsackie virus pre- 
dominated. Virtual disappearance of 
poliovirus infections in 1958 following 
widespread use of Salk vaccine was 
noted. What effect it may have had 
on this unusual epidemic is discussed. 

LanpsMAN, J. B.. et al. Poliomyelitis-like 
Disease in 1959. Brit. M. J. 5252:597 (Sept. 
2), 1961. 


Formula Fixers—This quotation is 
part of an editorial introduction: “Now 
relax with Levin and enjoy this beauti- 
ful essay. Be a bit humble as you read 
of the painful and halting steps which 
had to be taken the world over before 
infant feeding could be taken for granted 
by many. The author does not exag- 
gerate.” Truly, it is a beautiful essay, 
as the editor promises, but it is dis- 
tressing too. Try it! 

Levin, S. Infant Feeding as a Faith. 
A.M.A. Am. J. Dis. Child 102,3:380 (Sept.), 
1961. 


Progress in Hepatitis—Improved 
tissue-culture methods have permitted 
more successful cultivation of hepatitis 
virus. Together with new filtration and 
electron-microscopic technics, these may 
all become better tools for the produc- 
tion of vaccines. Steady increases in 
reported cases of infectious hepatitis 
make more imperative better diagnostic 
and prophylactic measures. 

Ricutser, W. A., et al. Status Report on 


Tissue-Culture Cultivated Hepatitis Virus. 
J.A.M.A. 177,10:671 (Sept. 9), 1961. 


Another New Tool—As a new tech- 
nic, fluorescent antibody is beginning to 
alter the laboratory diagnoses of certain 
viral disease. Even though it was first 
proposed and described two decades 
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ago it is still so new that it will be some 
time before it finds its way into the 
virology textbooks, so it is not surprising 
if you say that it is “all Greek” to you. 
In this paper you will find a clear de- 
scription of the ways this “rapid diag- 
nosis” method may be applied to pri- 
mary atypical pneumonia, streptococcal 
pharyngitis, herpes simplex, and rabies. 

Sueparp, C. C. New Diagnostic Techniques 
in Viral Infections. GP 24,3:110 (Sept.), 
1961. 


Hardy Perennials—Two  ever-re- 
current topics in the area of school 
health are reviewed again. The first 
paper—about education against alcohol 
—points out that almost all efforts are 
directed toward total abstinence, sug- 
gesting that drinking is inherently sin- 
ful, whereas over 65 per cent of all 
adults drink, the highest percentages 
being in the 21-to-50-year groups where 
strongest identification with high school 
students occurs. A__ psychologically 
sounder objective is offered. The second 
paper—about sex education—outlines a 
“going” program as it is carried out 
in San Diego (Calif.). These discus- 
sions must surely interest more than just 
our school health members. 

Suimmet, G. M. Content and Method in 
Controversial Areas (and) Wetherill, G. G. 
Sex Education in Public Schools. J. School 
Health 31,7:230 (Sept.), 1961. 


Smokers’ Hearts — Based upon 
initial examinations and interviews of 
ethnically similar men whose smoking 
habits were recorded, a_ prospective 
study was made of relationships be- 
tween cigarette consumption and heart 
disease. Suggestive evidence was un- 
earthed implicating heavy cigarette 
smoking in the precipitation of acute 
myocardial infarction in atherosclerotic 
individuals and no such association was 
observed in cigar or pipe smokers. 

Span, D. M., anp Natuan, D. J. Smoking 


Habits and Coronary Atherosclerotic Heart 
Disease. J.A.M.A. 177,10:683 (Sept. 9), 1961. 
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Another Good Word—About 600 
children were included in a controlled 
study of attenuated measles vaccine 
given immediately before immune glo- 
bulin. Temperatures of 101 to 104 
occurred in a portion of the vaccinees 
but this was unaccompanied by signifi- 
cant clinical reactions. All vaccinees 
were protected against natural infection 
upon intimate exposure. 

Stokes, J., Jr., et al. Efficacy of Live, At- 
tenuated Measles Virus Vaccine Given with 


Human Immune Globulin. New England J. 
Med. 265,11:507 (Sept. 14), 1961. 


New PHN Job—Two exploratory 
projects (in Baltimore and Pittsburgh) 
are reported upon in which public health 
nurses worked out ways to give home 
nursing help to the mentally ill after 
hospital discharge, and guidance to their 
families during, and after, the patient’s 
hospitalization. Effective collaboration 
between hospital staffs and public health 
nursing services was the key to what- 
ever successes were achieved. 


Turner, E., Scarty, A. L. Home Serv- 
ices for the Mentally Ill (and) Fremine, R., 
et al. An After-Care Program for Patients 
Discharged from Mental Hospitals. Nursing 
Outlook 9,9:541 (Sept.), 1961. 


Breast Cancer—These sentences are 
lifted from the introduction to a dis- 
cussion of the current status of breast 
cancer mortality, “. . . which has im- 
proved but slightly in the last twenty- 
five years.” “The absolute survival rate 
of patients . . . in this country and 
abroad ranges between 30 and 40 per 
cent.” “Despite the limitations of our 
present means of diagnosis and treat- 
ment, their complete utilization . . . 
(would be) capable of increasing the 
over-all five-year survival rate to about 
60 per cent.” Epidemiology, anatomy, 
and diagnosis—including self-examina- 
tion and periodic mammography—are 
reviewed. Part 2 is promised. 

Ursan, J. A. Current Trends in Breast 
Cancer Treatment. Part I. New York State 
J. Med. 61,18:3120 (Sept. 15), 1961. 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 
for your convenience. 


A.M.A. Am. J. Dis. Child (American Journal of Diseases of Children), American 
Medical Association, 535 North Dearborn St., Chicago, IIl. 

Brit. M. J. (British Medical Journal), British Medical Association House, 19 
Tavistock Sq., London, W.C.1, England. 

GP (General Practitioner). The American Academy of General Practice, 
Volker Blvd. at Brookside, Kansas City 12, Mo. 

J. Am. Water Works A. (Journal of the American Water Works Association), 
2 Park Ave., New York, N. Y. 

J.A.M.A. (Journal of the American Medical Association), 535 North Dearborn 
St., Chicago, 

J. School Health (The Journal of School Health), American School Health As- 
sociation, 515 East Main St., Kent, Ohio. 

Lancet, 7 Adams St., Adelphi, London, W.C.2, England. 

New England J. Med. (New England Journal of Medicine), Massachusetts 
Medical Society, 8 The Fenway, Boston 15, Mass. 

New York State J. Med. (New York State Journal of Medicine), 750 Third 
Ave., New York, N. Y. 

Nursing Outlook, American Journal of Nursing Company, 2 Park Ave., New 
York 16, N. Y. 

Pub. Health (Public Health), Society of Medical Officers of Health, Tavistock 
House, Tavistock Sq., London, W.C.1, England. 

Sanitarian (National Association of Sanitarians), University of Denver, UPC, 
Department of Sanitary Science, Denver 10, Colo. 

Statist. Bull. Metrop. Life Insur. Co, (Statistical Bulletin of the Metropolitan 
Life Insurance Company), One Madison Avenue, New York 10, N. Y. 
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A Facility for Prevention 


A Suicide Prevention Center, located 
on the grounds of the Los ' Angeles 
County Hospital, has been in operation 
since 1958, supported by a five-year 
project grant from the Public Health 
Service. It was established for the eval- 
uation, referral, treatment, follow-up, 
and over-all prevention of suicidal be- 
havior. 

The center has three primary goals, 
the first of which is to save lives. The 
staff makes psychiatric, psychological, 
and sociological evaluations of persons 
in the midst of a suicidal crisis, and then 
either treats or refers them to a com- 
munity agency or private clinic. 

The second goal is to show that such 
a center can play a vital role in the 
health and welfare activities of a large 
metropolitan community and can estab- 
lish itself so that the community will 
eventually wish to maintain and support 
it. 

The third goal is to collect and collate 
heretofore unavailable data regarding 
suicidal phenomena and to use this in- 
formation to develop and test hypo- 
theses concerning suicide. It is felt that 
this procedure will lead to more accurate 
predictions of attempted suicides, and, 
hopefully, will lead ultimately to lower 
suicide rates. 

Liaison has been established with 
agencies in the community which deal 
with mental health problems, and over 
50 social agencies have been contacted 
which might need to know of the exist- 
ence of the center, or wish to use its con- 
sultative services. 

The Suicide Prevention Center grew 
directly out of a recognized need to fill 
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a gap in community resources. Accord- 
ing to Edwin S. Shneidman, Ph.D., co- 
project director with Norman L. Far- 
berow, Ph.D., “the fact that little 
organized community effort has been 
directed against suicide, and that there 
are few systematic preventive activities 
or research projects concerned with it, 
probably relates to the taboo nature of 
the topic. It is well known that other 
decimators, like tuberculosis, venereal 
disease, cancer—all of which were simi- 
larly tabooed until the bright light of 
treatment and research were focused on 
them—can now be diagnosed, treated, 
and prevented, unhampered by either 
hush-hush or neglect.” 

Among the suicide attempters seen by 
the staff are those who have been hos- 
pitalized in the Los Angeles County Hos- 
pital for medical treatment as a result 
of an attempt and individuals referred 
by community agencies and physicians. 
There are a certain number of self- 
referrals. 

California’s Health, July 1, 1961, 
issue, which tells more about this 
project, is available through the Bureau 
of Health Education, State Department 
of Public Health, 2151 Berkeley Way, 
Berkeley 4, Calif. 

(In August, McGraw-Hill Book Com- 
pany, 330 West 42nd St., New York 36, 
N. Y., published “The Cry for Help” 
which describes the activities of this 
center, and is edited and partly written 
by Drs. Farberow and Shneidman. 
Priced at $9.95.) 


Wiping Out Bovine TB in Canada 


The Canada Department of Agricul- 
ture, Health of Animals Division, Ot- 
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tawa, las published a series of news 
releases containing statistical and back- 
ground material on the Dominion’s pro- 


gram for eradicating bovine tubercu- | 


losis. 

Systematic testing of Canadian herds 
began 38 years ago. As of June this 
year all herds in Canada had been 
brought into the eradication program. 
More than 49 million cattle have been 
tested since the program began. Of these, 
576,000 were found to be infected. In- 
cidence of the disease has now been re- 
duced to an all-time low of 0.14 per cent. 

R. J. McClenaghan, chief veterinarian 
for the Health of Animals Division, for 
details or the group of news releases. 


New Medical Literature Index 


Volume 1 of the Cumulated Index 
Medicus, covering literature indexed in 
1960 in the monthly issues of Index 
Medicus, and published by the National 
Library of Medicine, may now be or- 
dered from the American Medical Asso- 
ciation. Listing approximately 125,000 
articles, the volume is printed in three 
parts but the parts cannot be purchased 
separately. Part 1 is an index of au- 
thors and list of the medical journals 
covered; parts 2 and 3 are a subject 
index. Price for delivery in the United 
States, its possessions, and Canada, is 
$35. Orders (must be paid) to AMA 
Circulation Department, 535 North 
Dearborn St., Chicago 10, Til. 


The National Library of Medicine’s 
Index Mechanization Project is exten- 
sively reported on for the period July, 
1958-June, 1960 in the Bulletin of the 
Medical Library Association for Jan- 
uary, 1961. The principal aim of the 
project has been to devise a system that 
would allow publication of an index of 
greater coverage, currency, and ease of 
preparation and use than had been pos- 
sible with the old system for the “Cur- 
rent List of Medical Literature,” a prede- 
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cessor of the new Index Medicus, now 
cumulated in the Vol. I referred to 
above. Single numbers of the Bulletin, 
Mt. Royal and Guilford Aves., Baltimore 
2, Md., for $1.75. 


“New Careers in the Health Sciences" 


Sponsored by the Commission on 
Health Careers of the National Health 
Council and prepared with the coopera- 
tion of the Public Health Service, the 
brochure “New Careers in the Health 
Sciences” is designed to reach high 
school science students who might not 
otherwise discover that health is an ex- 
citing field of career opportunity. Pub- 
lished under a grant from the National 
Science Foundation, this 20-page piece 
is being issued by the National Health 
Council. 

The careers described are in the fields 
principally of biology, chemistry, engi- 
neering, mathematics, and physics. Some 
idea of what is covered is seen in one of 
its paragraphs. 

“Working shoulder to shoulder with 
the physician, the surgeon, and the bi- 
ologist are: the biophysicist . . . the bio- 
chemist . . . the physical biologist . . . 
the physical chemist . . . the nuclear 
physicist . . . the geneticist . . . the 
bacteriologist . . . the virologist . . . the 
molecular biologist . . . the pharmacolo- 
gist . . . the radiologist . . . the mathe- 
matician . . . the epidemiologist . . . the 
electronic computer expert . . . engineers 
in all their many health-science special- 
ties . . . and lots of others.” 

The brochure makes a special point of 
the fact that only a fraction of the 
careers in health are in the scientific dis- 
ciplines under discussion, noting that 
there are more than 150 different occu- 
pations in the health field. Some of these 
are listed, following which an excellent 
summary of other kinds of health work 
is presented. 

This recruiting tool manages admira- 
bly to combine professional approach 
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with informal appeal and may very 
likely generate some solid enthusiasm 
among its intended readers. Persons well 
into their professional careers might also 
find its material useful in their own per- 
sonal campaigns to urge young people to 
dedicate themselves to work in the health 
sciences. 

Special information on availability 
from Health Careers Program, National 
Health Council, 1790 Broadway, New 
York 19, N. Y. 


Tool for Studying Rural Health 


As noted in the introduction to “Rural 
Health: Selected Annotated References, 
January, 1953-June, 1960,” “The growth 
of medical specialization and the increas- 
ing importance of hospital facilities have 
been accompanied by the concentration 
of medical services in urban areas where 
accessibility to large populations and 
specialized resources is greatest.” One 
effect of all this has been to place the 
rural population at a relative disad- 
vantage in obtaining adequate health 
services. 

This reference list aims to facilitate 
the use of resource materials by social 
researchers and other workers interested 
in rural health problems and activities. 
References are organized under seven 
major headings: Trends Affecting 
Rural Health (including demographic 
changes); Health Status; Health Re- 
sources and Their Utilization; Personal 
Health Care Expenditures and Financ- 
ing; Social Factors Affecting Use of 
Health Resources; Community Study 
and Action Programs; and Special Pop- 
ulation Groups, including Agricultural 
Migrants. 

Compilers are Elsie S. Manny, Eco- 
nomic Research Service, U. S. Depart- 
ment of Agriculture, and William G. 
Yanniello and Helen L. Johnston, Divi- 
sion of Community Health Practice, 
Public Health Service. Miscellaneous 
Publication No. 860, Government Print- 
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ing Office, Washington, D. C. Price not 
listed. 


Usefulness of Booklet on Stroke 


The Public Health Service published 
“Strike Back at Stroke,” in 1958, as an 
aid to the practicing physician in pre- 
scribing effective restorative treatment 
that can be carried out in the home 
following a cerebral vascular accident. 

A study conducted under the auspices 
of the Kentucky State Department of 
Health has now been made of physicians’ 
opinions on the effectiveness of this 
booklet. Precisely, the study was to eval- 
uate the actual and potential usefulness 
of the booklet in private practice and 
to see if usage of the booklet was related 
to the way it was delivered. 

Some 150 Kentucky physicians were 
chosen to receive the booklet by four 
different methods—distribution by di- 
rect mail, hand delivery, at medical 
society meetings, and by public health 
nurses who knew of physicians caring 
for stroke patients. 

Physicians are reported to have found 
the booklet “extremely useful.” For ex- 
ample, it has helped many patients to 
attain self-care. For details see “Report 
of a Study on ‘Strike Back at Stroke’ ” 
by William B. Parsons, Blaise Favara, 
M.D., and Merle Lichtefeld, M.P.H., re- 
spectively project coordinator, and medi- 
cal and statistical consultants. They have 
been on loan from the Public Health 
Service to the KSDH, Frankfort, Ky., 
through which agency the report may be 
available at least in limited supply. 


Yardsticks: Nursing Administration 


Many of the 16 “Criteria for Evaluat- 
ing the Administration of a Public 
Health Nursing Service,” a statement by 
the National League for Nursing, are 
limited to “high level” assumptions. 
Some of these are that the health of the 
people in an area will benefit by having 
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a well qualified professional staff which 
uses service records and helps with com- 
munity health and welfare planning. 
The balance of the criteria are devoted 
to matters of administrative good house- 
keeping. An agency meeting these cri- 
teria would no doubt have a program 
exercising a constructive effect on the 
health of the citizens. 

The statement is attractively arranged 
and succinctly stated. Each of the cri- 
teria is given “Amplification” and “Ref- 
erences.” Published by NLN, 10 Colum- 
bus Circle, New York 19, N. Y., “as 
one means of fulfilling the League objec- 
tive of improving public health nurs- 
ing”; 25 cents. 


Child Health: A Community's Concern 


In order to promote programs of con- 
tinuous health supervision for all chil- 
dren from birth through the school years 
throughout the nation, the National Con- 
gress of Parents and Teachers has con- 
ducted pilot projects in several states to 
gather information for developing a plan 
of work which would be helpful to states, 
cities, or communities in setting up simi- 
lar programs. 

Georgia was one of the states selected 
for these pilot projects, and during the 
1960-1961 school year five such studies 
were conducted in Blakely, Muscogee 
County-Columbus, Bartow County-Car- 
tersville, Atlanta, and Savannah. 
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When the survey was complete, an 
evaluation committee met to determine 
the value of certain health practices in 
the community. This evaluation com- 
mittee was composed of representatives 
from the local health department, local 
PTA, school administration, PTA county 
council, local dental association, local 
medical association, state and national 
PTA, and the state health department. 

In hopeful anticipation of the con- 
structive results of these studies, it was 
decided in the beginning that a step-by- 
step pictorial report of one of the proj- 
ects should be made. The study in 
Savannah and its Juliette Low Elemen- 
tary School was selected. Through the 
years this school had incorporated health 
information, instruction, and activities 
into its curriculum. In addition, there 
was a good working relationship already 
established between this school, the local 
health department, and the parents in 
the school area. 

The story of the project conducted at 
this school has been put into booklet 
form by the Georgia Department of Pub- 
lic Health in cooperation with the 
Chatham County Department of Public 
Health in Savannah. This booklet, en- 
titled “Better Health for All Children, 
a Community’s Concern,” is reported to 
be available upon request from the 
Health Education and Training Service, 
Georgia Department of Public Health, 
Atlanta. 
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NEWS FROM THE FIELD 


WHO News 


Americas: Health and Economic Growth 


The portrait of health services in the 
Americas can be viewed from numerous 
vantage points through a reading of the 
1960 Annual Report of the Director, 
Pan American Health Organization. 

The director’s introduction master- 
fully relates the intricacies of economic 
fact and social development in the 
Americas, principally Latin, to the plan- 
ning and programing of health services 
there. Several events, which he de- 
scribes, took place in the hemisphere 
in 1960 that lent “significant support 
to the doctrine of health as a_ basic 
component of economic development.” 
These stimulated debates and_ inter- 
agency discussions on a wide scale 
which, in effect, have “made it possible 
to define concepts more accurately, to 
demarcate responsibilities, to break 
down compartmentalism, and to give 
due emphasis to the interrelationship be- 
tween economic growth and _ social 
progress.” 

These clarifications are then dis- 
cussed, the discussion acting in turn 
as the setting for the rest of the 155 
page report which deals with PAHO’s 
activities in public health administra- 
tion, disease control and eradication, 
education and training, research and 
other aspects of its work. 

This report is Official Documents No. 
38, August, 1961. From Secretariat 
of PAHO, Pan American Sanitary 
Bureau, Regional Office of WHO, 1501 
New Hampshire Ave., N.W., Washington 
6, D. C. No price listed. 


Services to Workers in Small Factories 


A Conference on Health Services in 
Small Factories was convened jointly 


by the WHO Regional Office for Europe 
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and the International Labour Organi- 
zation (ILO) in Dublin, Ireland, May, 
1961. The 40 participants in the con- 
ference came from 22 countries. 

Between 80 and 90 per cent of fac- 
tories in most European countries em- 
ploy less than 100 workers. While the 
problem of providing health services in 
large factories in Europe is said to be 
well on the way to solution, most of the 
smaller factories do not have health 
services on or near their premises. Con- 
ferees were divided on how services 
to these factories should be provided. 
Present schemes for such services were 
discussed. 

In eastern Europe they are provided 
as part of a general program of health 
protection organized by the state. In 
France, the Ministry of Labour obliges 
employers to set up health services 
which, for the majority of small fac- 
tories, take the form of interfactory 
services. In Italy, health services in 
small factories are mainly the concern 
of the National Institute for the Pre- 
vention of Accidents and its some 30 
branches. In the Netherlands, the 
United Kingdom, and Scandinavia, in- 
terfactory occupational health services 
(mainly preventive) are provided on 
a voluntary bmsis, generally by means 
of a nonprofit-making body on which 
doctors, employers, and workers are 
represented. 

In a separate’statement, the employers’ 
representatives at the conference de- 
clared that health plans should be en- 
couraged to provide more than preven- 
tive treatment but that services should 
be organized on a voluntary basis. Rep- 
resentatives of the workers’ organiza- 
tions welcomed the important develop- 
ments now taking place in the field of 
health supervision, but many considered 
that progress in this field is still too 
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slow. It was their opinion that, by 
accepting the goal of occupational health 
services for all workers, the ILO has 
opened an important chapter in the 
history of occupational health, 

A report in WHO Chronicle for Sep- 
tember, 1961, is somewhat more de- 
tailed. Columbia University Press, 2960 
Broadway, New York 27, N. Y. Single 


copies 30 cents. 


Fellowships: American Health Workers 


In 1962, the WHO will provide a 
limited number of short-term fellow- 
ships for the “improvement and expan- 
sion of health services” to American- 
citizen applicants engaged in full-time 
public health or educational work. A 
WHO Fellowship Selection Committee 
established by the Surgeon General will 
consider the ability of the applicant, 
the field of study proposed, and the 
contribution which foreign study will 
make on his return. Officers and em- 
ployees of the United States government 
are not eligible. Fellowships cover per 
diem and transportation and are usually 
limited to short-term travel, i.e., from 
two to four months. Applicants’ employ- 
ers will be expected to continue salary 
during the fellowship. Applications must 
be in by January 1, 1962. Further in- 
formation from Howard M. Kline, M.D., 
Secretary, World Health Organization 
Fellowship Selection Committee, Public 
Health Service, Washington 25, D. C. 


From Half- to Quarter-Way House 


It is said that many of the more than 
300 alcoholic men released each month 
from the San Bruno jail, where San 
Francisco (Calif.) sends its alcoholics, 
usually return promptly to their former 
drinking habits and are convicted again 
and again for drunkenness. Most of 
them are near middle age, are not con- 
sidered employable, and are often physi- 
cally or mentally deteriorated. But this 
picture may be in for some changes. 


NOVEMBER, 1961 


NEWS FROM THE FIELD 


The Division of Alcoholic Rehabilita- 
tion, California State Department of 
Public Health, has established a “quar- 
ter-way” house program, a rehabilita- 
tive venture for these men. 

The goal is to assist about 50 men 
each month who have shown some in- 
sight into their personality problems 
and who have asked for assistance with 
their drinking problem. 

The Northern California Service 
League, one of two agencies cooperating 
with CSDPH, arranges for the men’s 
housing away from “skid row” and near 
employment centers for a period of two 
weeks. It also provides them with a 
small amount of money for cleaning 
and laundry bills, shaving materials, and 
for transportation to and from work. 
This arrangement differs from “half- 
way” house programs in which alco- 
holics who have already made some 
progress toward recovery may work and 
stay in a special residence for an indefi- 
nite period of time. 

The Adult Guidance Center, which is 
the outpatient alcoholism clinic of the 
San Francisco Health Department, pro- 
vides counseling and casework with the 
“quarter-way” men. A psychiatric social 
worker is at the residence half-time each 
day for personal consultation. The pri- 
mary focus, however, is on obtaining 
employment. 

The cooperating agencies believe that 
a high percentage of permanent em- 
ployment for these men and a low rate 
of,return to custody for drinking offenses 
would indicate that a “quarter-way” 


house program has merit. 


CDC Combines Two VD Laboratories 


The Communicable Disease Center of 
the Public Health Service has com- 
bined its two venereal disease labora- 
tories into 2 single organization located 
at Chamblee, Ga. This has entailed the 
move of the Venereal Disease Experimen- 


tal Laboratory from Chapel Hill, N. C. 
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Ad Harris, who has been with the 
Venereal Disease Research Laboratory 
since 1933, will serve as director of 
the combined laboratories. Dr. Wilbur 
E. Deacon and Dr. Joseph Portnoy will 
serve as assistant directors, the former 
heading services in microbiology re- 
search and the latter, immunology re- 
search and serologic services. 

Requests for information and services 
should be addressed to Communicable 
Disease Center, Atlanta 22, Ga., Atten- 
tion: Venereal Disease Research Labo- 
ratory. 


BSC Reports on Certification 


The Biological Stain Commission met 
for its 1961 session in Rochester, N. Y., 
in June, with representatives of 10 of 
the 15 sponsoring national societies in 
attendance. The Commission Laboratory 
reported that 105 stains submitted by 
seven companies had been examined in 
1960, 97 of which were certified, and 
that 108,606 labels attesting certification 
had been issued. During the first six 
months of 1961, a total of 106 stains 
have been submitted for examination. 
A new Certification Committee is inves- 
tigating the need for developing stand- 
ards and certification procedures for 
important new staining agents including 
fluorescent dyes and histochemical re- 
agents. 

All 1960-1961 BSC officers were re- 
elected for 1961-1962. They are: Dr. 
Ralph D. Lillie, president; Dr. Conway 
Zirkle, vice-president; Dr. Victor M. 
Emmel, secretary; and Dr. Elmer H. 
Stotz, treasurer. Dr. Edmund K. Kline 
is APHA representative to the BSC. 


In Brief 


The Public Health Service has selected 
February 13, 14, and 15, 1962, as the 
dates it will administer competitive ex- 
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aminations for officer appointment in 
the Regular Corps of the PHS Com- 
missioned Corps. This set of examina- 
tions will be for appointments of medical 
officers, sanitarians, sanitary engineers, 
dentists, veterinary officers, and nurses. 
Complete details and application forms 
from Office of the Surgeon General, 
Public Health Service (P), Washington 
25, D. C. Deadline for applications is 
January 5, 1962. 


The Communicable Disease Center, 
Atlanta, is offering a three-week course 
in Epidemiology for Nurses, starting 
February 5, 1962. Experiences are pro- 
vided professional nurses at all levels 
of nursing practice and nursing educa- 
tion to obtain additional skill in apply- 
ing epidemiological technics in the pre- 
vention and control of disease. Infor- 
mation from Chief, Specialized Training 
Unit, Nursing Section, Epidemiology 
Branch, Communicable Disease Center, 
Atlanta 22, Ga. Deadline for applica- 
tions is December 23, 1961. 


The National Council to Combat 
Blindness finances research in ophthal- 
mology and related sciences for the ulti- 
mate reduction of blinding eye diseases 
and ocular disorders. It yearly offers 
Fight for Sight fellowships and grants- 
in-aid. Closing date for receipt of com- 
pleted applications for the 1962-1963 
period is March 1, 1962. Information 
from Secretary of the NCCB, 41 West 
57th St.. New York 19, N. Y. 


PERSONALS 


Lr. Coroner V. Harry Aprouniz, USAF, 
MSC,* formerly environmental medicine 
officer, Aerospace Medicine Division, Office 
of the Air Force Surgeon General, is now 
commander, Detachment 10, Ist Aeromedical 
Transportation Group, Mather Air Force 
Base, Calif. 


* Fellow. 


VOL. 51, NO. 11, A.J.P.H. 


Morris Barrett, M.P.H.,¢ formerly execu- 
tive director, Westchester Chapter, Associa- 
tion for Help to Retarded Children, White 
Plains, N. Y., is now director of health edu- 
cation, Lankenau Hospital, Philadelphia, Pa. 

Leroy E. Burney, M.D.,* received the Public 
Health Service Distinguished Service Medal 
in April in recognition of his outstanding 
service and achievement ,while on active duty 
in the Commissioned Corps of the Public 
Health Service. Dr. Burney is now vice- 
president for the health sciences, Temple 
University, Philadelphia, Pa. 

Attyn G. M.D., M.P.H.,+ formerly 
pediatric consultant, is now chief, Section 
of Maternal and Child Health, Minnesota 
Department of Health, Minneapolis. 

EvizanetH Cooper,t formerly public health 
nurse, Indian Hospital, Eagle Butte, S. D., is 
now public health nurse, Public Health 
Service Indian Center, Fort Washakie, Wyo. 

Warren P. Deartnc, M.D.,* of Chevy Chase, 
Md., formerly director of health services, 
U. S. Office of Civil and Defense Mobiliza- 
tion, is now executive director, Group Health 
Association of America. 

Lr. Cotonet Henry J. Donnetty, MC, USA,* 
formerly preventive medicine officer, Hq., 
Military District of Washington, is now 
chief, Preventive Medicine Research Branch, 
Army Medical Service Research and De- 
velopment Command, Office of the Army 
Surgeon General, Washington, D. C. 

Mac Roy Gasoue, M.D., with Olin Mathieson 
Chemical Corporation (New York City) 
since 1949, is now medical director for the 
corporation, a new position. 

Leon I. Grntzic, Ph.D.,+ formerly director of 
hospital administration research and de- 
velopment, Veterans Administration, is now 
associate professor of hospital administra- 
tion, George Washington University College 
of Government, Business and International 
Affairs, Washington, D. C. 

Louisa E. Haas, M.P.H.,* formerly chief, 
Health Education Branch, Division of Indian 
Health, Public Health Service, is now public 
health program adviser, Office of Program 
Planning, District of Columbia Department 
of Public Health, Washington, D. C. 

Joun C. Hume, M.D., M.P.H.,* formerly chief 
of the Health Division, U. S. Technical 
,Cooperation Mission to India, is now pro- 
‘fessor of public health administration, Johns 
Hopkins University School of Hygiene and 
Public Health, Baltimore, Md. 

Jack Kasten, M.P.H.,* formerly assistant di- 
rector, Jewish Memorial Hospital, Boston, is 


* Fellow. 
+ Member. 
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now research associate in medical and hos- 

pital administration, Graduate School of 

Public Health, University of Pittsburgh, Pa. 

. Pause Keeve, M.D., M.P.H.,7 formerly as- 

sistant professor of preventive medicine, Uni- 

versity of Vermont, School of Medicine, is 
now health coordinator, City of Newburgh 
(N. Y.) School District. 

Ricuarp W. Kennett is health educator, Divi- 
sion of Health Education, Kansas State 
Board of Health, Topeka. 

G. Frep Lee, Ph.D.,t formerly professor of 
sanitary chemistry, University of Pittsburgh 
Graduate School of Public Health, is now 
assistant professor of water chemistry, Hy- 
draulic and Sanitary Laboratory, University 
of Wisconsin, Madison. 

Auprey formerly Forum director 
and administrator, Health Careers Program, 
National Health Council, is now special 
assistant to the director, Westchester County 
Community Mental Health Board, White 
Plains, N. Y. 

Ricnarp P. Mason, M.D. (Col., USA, MC, 
Ret.),* formerly director, Walter Reed 
Army Institute of Research, is now vice- 
president for research, American Cancer 
Society, New York City. 

Joun R. -Paut, M.D.,* professor of epi- 
demiology and preventive medicine, Yale 
School of Medicine, has retired after 30 
years’ service on the faculty. He will con- 
tinue work at Yale heading the World 
Health Organization Reference Serum Bank 
there. 

M.D., M.P.H.,t  for- 
merly medical officer, U. S. Navy, is now 
director, Health District Three, Philadelphia 
Department of Public Health, succeeding 
Ortanpo Carrozzino, M.D., M.P.H.,t now 
director, Health District Eight. 

Irwin M. Rosenstock, Ph.D.,* formerly as- 
sistant chief, Research and Development 
Branch and director, Intramural Studies in 
Public Health Practices, Public Health Serv- 
ice, is now associate professor of public 
health administration, University of Michi- 
gan School of Public Health, Ann Arbor. 

Dicuton F. Rowan, Ph.D.,t formerly princi- 
pal virologist, Division of Laboratories, New 
Jersey State Department of Health, is now 
virologist, Montana State Board of Health, 
Helena. 


Patrick M. Scan is health information 
writer, Division of Health Education, Kansas 
State Board of Health, Topeka. 

Rosert L. Smira, M.D., M.P.H.,* formerly 
deputy director, Division of Health Mobili- 
zation, Public Health Service, is now gen- 
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eral medical consultant, Regional Office IX, 
Public Health Service, San Francisco, Calif. 

G. Tuomas,t formerly chief medical 
social consultant, The National Foundation, 
is now chief, Department of Social Work, 
The Johns Hopkins Hospital, Baltimore, Md. 

James Wart, M.D., Dr.P.H.,* formerly di- 
rector, National Heart Institute, is now di- 
rector, Division of International Health, 
Public Health Service, Ratpu Knuttt, M.D., 
formerly associate director, National In- 
stitute of Arthritis and Metabolic Diseases, 
succeeds Dr. Watt at NHI. 


DEATHS 


Uttan B. Byrne, M.B., D.P.H.,* of New 
Westminster, B. C., Canada, on July 10, 
1959 (Mental Health Section). 

Mary L. Frisz,t educational director, Nursing 
Service, Memphis and Shelby County Health 
Department, Memphis, Tenn., on June 7, 
1961 (Public Health Nursing Section). 

Horton, M.D.,t director; Homer Folks 
Tuberculosis Hospital, Oneonta, N. Y. 
(Medical Care Section). 

Mary C, Jarrett, recognized as the “mother 
of psychiatric social work” and a pioneer 
in the study of chronic illness, on August 4, 
at the age of 85. 

Parricx, M.P.H.,* sanitary engineer, 
Department of Health, Education, and Wel- 
fare, Communicable Disease Center, Atlanta, 
Ga., in August (Engineering and Sanitation 
Section ). 

Atma L. Wourpemann, M.D.,+ general practi- 
tioner of Shinnston, W. Va., on August 21 
(Mental Health Section). 


CONFERENCES AND DATES 


American Public Health Association. 
Ninetieth Annual Meeting, Miami 


Beach, Fla. October 15-19, 1962. 


State and Regional Public Health Meet- 
ings—November, December, 1961, and 
January, 1962: 


California, Southern, Public Health As- 
sociation. Lafayette Hotel, Long Beach. 
December 8. 

Connecticut Public Health Association. 
Les Shaw Restaurant, New Haven. 
November 30. 


Mississippi Public Health Association. 
King Edward Hotel, Jackson. De- 
cember 6-8. 


* Fellow. 
+t Member. 
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Meetings of Other Organizations: 


American Diabetes Association. Detroit, 
Mich. January 17-21, 1962. 

American Hearing Society. Chicago, IIl. 
November 2-4. 

American Medical Association (Clinical 
Meeting). Denver, Colo. November 
27-30. 

American Occupational Therapy Associa- 
tion. Sheraton-Cadillac Hotel, Detroit, 
Mich. November 5-11. 

American Osteopathic Association. Las 
Vegas, Nev. January 15-18, 1962. 

American Public Welfare Association. 
Biennial Round Table Conference. 
Chicago, Ill. November 29-December 2. 

Association of American Medical Colleges. 
Queen Elizabeth Hotel, Montreal, 
Canada. November 8-16. 

Association of State and Territorial Health 
Officers. Washington, D. C. November 
8-10. 

Council on Social Work Education. St. 
Louis, Mo. January 17-20, 1962. 

Family Service Association of America. 
Biennial Meeting. New York, N. Y. 
November 12-15. 

Inter-American Conference on Congenital 
Defects, First. Statler Hotel, Los 
Angeles, Calif. January 22-24, 1962. 

National Association for Mental Health. 
Miami, Fla. November 15-18. 

National Social Welfare Assembly. New 
York, N. Y. December 12-13. 

National Society for Crippled Children 
Adults. Statler-Hilton Hotel, 
Denver, Colo. November 17-21. 

North American Association of Alcoholism 
Programs. Sheraton-Charles Hotel, 
New Orleans, La. November 5-9. 

Pan American Association of Ophthalmo- 
logy. Interim Congress. Lima, Peru. 
January 28-February 3, 1962. 

Planned Parenthood’ Federation of 
America. Roosevelt Hotel, New York, 
N. Y. November 6-9. 

Society of Public Health Educators. 
Detroit, Mich. November 11-12. 


Free to WRITERS 


seeking a book publisher 
Two fact-filled, illustrated brochures 
tell how to publish your book, get 
40% royalties, national advertising, 
publicity and promotion. Free edi- 
torial appraisal. Write Dept. PHJ-3 

Exposition Press, 386 Park Ave. $.,N.Y.16 
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LaMOTTE CHEMICAL 
Chestertown, Md. U.S.A. 
Specialists in 
Colorimetric Testing Methods 
pH-Chlorine-Q.A.C.-etc. 

Field kits for food tests - 


test papers - reagents - 
Blood and Urine Tests 


Send for Illustrated catalog 
Dept. PH 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, In- 
vestigations, Valuz.tion and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


CONTROL AIR- BORNE 


INFECTION and CONTAMINATION 


use HANOVIA “LETHERAY” 


GERMICIDAL AIR STERILIZERS 


(2537A—ULTRAVIOLET) 
* *« 


The lethal action of ultraviolet rays on 
bacteria, viruses, fungi and spores is 
acknowledged universally. 95% of ul- 
traviolet emitted by LETHERAY is in 
germicidal region—2537A. 

* * * 


LETHERAY AFFORDS PROTECTION TO 
PATIENTS, PERSONNEL AND PRODUCTS 


Fixtures scientifically designed for 
modern irradiation requirements 


INDIRECT, DIRECT, FOCUSED AND PORTABLE 


FREE ENGINEERING 
ASSISTANCE AND ESTIMATES 


Germicidal Equipment Sales 
2 


* ENGELHARD HANOVIA, INC. * 
HANOVIA LAMP DIVISION 
100 Chestnut Street Newark 5, N.J. 


Tel 
(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission on specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 
128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


HEDENBURG AND VENABLE 
Consulting Chemists and Engineers 
Insecticides and Pesticides 
Air Pollution and Industrial Hygiene 
Disaster Investigation 


6ll| Fifth Avenue, Pittsburgh 32, Pa. 


NEWING LABORATORIES, Inc. 
260 ISLIP AVE., ISLIP, N. Y. 
SERVICE IN THE SANITARY SCIENCES 
Industrial—Municipal—Private 
Water—Sewage—Food—Air 
Analyses—Research 
Approved by N. Y. State Dept. of Health 
BERNARD NEWMAN, Ch.E., Ph.D., Director 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 


an 
Merit Systems 
Examinations Field Consultation 
American Public Health Association, Inc. 


1790 Broadway, New York 19, N. Y. 


Available to State and - Health Departments 


Preserue gowr JOURNALS 


With a Jesse Jones 
Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 
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You save more than money. You help save the peace, What would 
their future be without it? The answer is the reason so many Americans 


buy U. S. Savings Bonds, 


How to save SIOO 
when you have only $75 


With U. S. Savings Bonds, you'll find 
it a lot easier to reach your savings 
goal. For example, to save $1,000, 
simply put $750 into Series E Bonds. 
You can do this because you get $4 
back at maturity for every $3 you put 
into Savings Bonds. And if you keep 
them 10 years past maturity, you'll 
get an extra $1.80 back, a total return 
of $5.80 on your $3 investment. 


6 good reasons to buy and 
hold Savings Bonds 

1. You can save automatically on Pay- 
roll Savings or buy Bonds at your bank. 
2. You now earn 3%4% to maturity, 
144% more than ever before. 
3. You invest without risk. 
4. Your Bonds are replaced free if lost 
or stolen. 
5. You can get your money with interest 
any time you need it. 
6. You buy shares in a stronger America. 


You save more than money with U.S. Savings Bonds 


@. advertising is donated by The Advertising Council and this magazine. 
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An Appraisal Method for Measuring the Quality 
of Housi ‘A Yardstick for Health Officers, 


Housing 
Part I. Nature and Uses of the Method. 1945. 
> . Appraisal of Dwelling Conditions. Vol. 
—Director’s 00. Vel $3. Vol. B—Field 


Procedures C—Office Procedures. 
Baker’s Devonshire ad 1767. Facsimile Delta 
Basic Principles of Healthful Housing. 2nd ed. 
Care of Laboratory Animals. 1954. 32 pp. ...... 75 
Chronic Disease and Rehabilitation. A Program 
Guide for _ and Local Health Agencies. 
Control of i Diseases in Man. 9th 
ed. 1960. 235 pp. 


Control of Malnutrition in Man. 1960. 140 pp... $1.50 
Diagnostic Procedures for Virus and Rickettsial 


Cardiovascular Diseases: 

Meth (Part II October 1960)........ $1.00 
Evaluation Schedule. For use in the study and 

appraisal of community health programs ....... -70 
General Medical Care Programs in Local Health 

Guide to a Community Health Study. 1961 

Guides to Services for Handicapped Children: 

Cerebral Palsy—1955. 108 pp. 50 

Cleft Lip and Cleft Palate—1955, $2.50 


Handicapped Children—1955. 150 pp. ........- $2.50 


Hearing Impairment—1956. 124 pp. .....-.--.+ $2.50 

— Disease and Rheumatic Fever—1960, 118 92.50 

Vision and Eye Problems—i956. 112 pp. ....... $2.30 
Health Supervision of Young Children. A Guide 

for Practicing Physicians and Child Health Con- 

ference Personnel. 1960. 180 pp. .....-.+--++++ 
Housing an Aging Population. 1953. 92 pp. ....- $1.00 


Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 
Nutrition Practices: A Guide for Public Health 


Administrators. 72 pp. .....--.--+seeeeeeeesene $1.00 
Principles for Healthful Rural Housing. Ist ed. 
p Housing Ordinance (new edition in prepa- 
ration) 
Public Exposure to I Radiation. What Pub- 
lic Health Lin eeds to Know. 1958. 
Radiological Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. .........- 
Recommended Methods for the Microbiological 
Examination of Foods. 1958. 207 pp. .......-- $4.50 
Standard Methods for the Examination of Dairy 
Products. llth ed. 1960. 480 pp. ........... $7.00 
Photographic Sediments Charts ............++ $2.00 
Standard Methods for the Examination of Water 
and Wastewater. llth ed. 1960. 650 pp. ..... $10.00 
Special ce to members of APHA, PRWWA, 
and weer on prepaid orders only for a single 
Standards for Healthful Housing: 
Planning the Neighborhood. 


Planning the Home for Occupa’ 1950. 
Construction and Equipment of ry Home. 1951. 7-4 


Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 


and Opccation. 10th ed. 1957. $1.00 
35 Year Index of the American of Public 

Health. Years 1911 to 1945. pp. Buckram 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bookshelf on the History and 
Health. April, 1960. 16 pp 


35 
Bookshelf on the Social Sciences and Public 
Health. April, 1959. 14 pp. ........-+..++0++- 35 
Broadened of Health and Morbidity 
Commercial Typing Phages. April 
15 
Creative Health and the Principle of Habeas Men- 
tum. February, 1956. 12 pp. 25 
Disability — Cash Benefits Versus Rehabilitation? 
The Local Health Department—Services and Re- 
sponsibilities. An_ official statement of the 
American Public Health Association. March, 


Poultry Inspection. Official Statement of APHA. 
November, 1957. 12 pp. 
Public Health Health. 


Policy Radiological 
An official statement ‘a the American Public 
Health Association. June, 1960. 4 pp.......... 25 


State Health Department—Services and R 
bilities. An official statement of the American 
Public Health Association. February, 1954. 20 


Statement on Availability and Uses of Staphy- 
lococcal Phage Typing. 25 


ted Home Accident Pr Activiti 
or Health Departments. May, ie 8 pp. ct 


Tax-Supported Health and Welfare Services. Janu- 


yom a Care for the Needy. Octo- 
ber 2. 


Virology, on. April, 1961. 8 pp. ....  .15 


Order from the Book Service — Advance Payment Is Requested 
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A Practical Guide for Busy Officials— 


ADMINISTRATION 
OF 
COMMUNITY HEALTH 
SERVICES 


Ist Ed., 1961, 560 pp., $7.50 


THIS BOOK IS 


e@ A joint undertaking of The American 
Public Health Association through its 
Committee on Public Health Admin- 
istration and the International City 
Managers’ Association with the co- 
operation of the Public Health Service. 


@ A balanced, comprehensive and thor- 
ough review of all aspects of public 
health administration. 


@ A practical daily reference in develop- 
ing and directing public health pro- 
grams—written by leading authorities. 


Order From Publisher: 
INTERNATIONAL CITY MANAGERS’ 
ASSOCIATION 
1313 East 60th St., Chicago 37, IIl. 


OCCUPATIONAL 
HEALTH and SAFETY 


INFORMATION 


IN ENGLISH 


From ALL OVER THE 
WORLD 


BROUGHT TO YOU BY C 


For $40 a year 


For FREE SAMPLES and details 
write to: International Labor Office 
917 Fifteenth Street, N. W. 
Washington 5, D. C. 


COMPLETE CASE 
*°* FINDING SERVICE 


For more than 25 years Powers has been 
relieving TB case-finding projects of all tech- 
nical problems. Our technicians work to your 
schedule with units that can handle as many 
as 200 chest x-rays per hour. We deliver fully 
processed x-rays, with a viewer, to sponsor’s 
roentgenologist. Long experience and large 
volume make Powers X-ray Service both 
economical and efficient. 


Available in either full size roll paper method 
or 70 mm photofluorographic method. Write 
before you plan a TB case finding project. 


ECONOMICAL 
X-RAY 
PAPER 


You can have high quality radiographs at less 
than half the usual cost with Powers X-ray 
Paper. Used by leading hospitals for over 16 
years. Powers X-ray Paper is available in 
standard sheet sizes, or perforated rolls for 
use with the Powers Magazine Cassette. 
Write for complete information. 


POWERS X-RAY PRODUCTS, INC. 


Glen Cove, Long Island, N.Y. 
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@ J{COLAG, product A Practical Guide for Busy Officials— 


ADMINISTRATION 
We are pleased to announce the OF 
availability of: COMMUNITY HEALTH 
SERVICES 


ist Ed., 1961, 560 pp., $7.50 
@xoID) THIS BOOK WILL 


@ Outline the methods of public health 
administration. 

Certified * e@ Aid in making planning and evalua- 
tion studies. 


@ Suggest desirable standards for re- 
habilitation, environmental health, 


i STANDARD METHODS AGAR dental health, public health nursing, 
| ‘ medical care, mental health and other 
(Plate Count Agar) programs in the health department, 
@ Help you plan financing and priorities 
Voost Ager, USP.) for needed improvements and expan- 
sion in program. 
*Certified by The Microbiological Media @ Present material for use in public 


health education. 
Order From Publisher: 


INTERNATIONAL CITY MANAGERS’ 
ASSOCIATION 


CONSOLIDATED LABORATORIES, INC. 1313 Bast 60th St, Chicago 37, IIL 


Chicago Heights, Illinois 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway New York 19, N. Y. 
APPLICATION FOR MEMBERSHIP 
(Please type or print) 
(street) (city) (zone) (state) 
(title) (organization) 
(street) (city) (zone) (state) 
(title) (organization) (city and state) (dates) 
| EDUCATION (schools, dates, degrees if amy) 
ee a Please complete application on reverse side. 


NOVEMBER, 1961 XXXIX 


| 


tes. , too, has its place in a well 


balanced diet. As a pure, wholesome 
drink, it provides a bit of quick energy 
... brings you back refreshed after work 
or play. It contributes to good health 

by providing a pleasurable moment’s 
pause from the pace of a busy day. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 


Health Officers 00d and Nutrition Health 
Laboratory and Child Health............Dental Health 
Statistics Health Education __............Medical Care 
Engineering and Sanitation............Public Health Nursing Health 
Occupational Health epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name 
and address so that the Administrative Office may procure it for you. 


(signature ) (address) 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members 
joining after July 1 will receive the Journal beginning with July; such applicants may pay 
one year’s dues covering the period July through June, or <ne-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 
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E. LEITZ, INC. 


THAT COMBINES 


THESE IMPORTANT FEATURES 


1. Larger ...more easily readable meter! 
Accurate readings are obtained quickly and 
easily. New streamlined design incorporates 
unequalled stability. 

2. Only 1.5 ml of solution needed! Precise 
determinations can now be made with less 
than half the quantities formerly required. 
The Leitz Model M Photrometer gives you 
the accurate and dependable readings that 
have set the standard for optimum require- 
ments in clinical chemistry. 

3. Precalibrated or uncalibrated! Leitz 
continues to offer the unique feature of cali- 
brating each instrument individually for 
forty of the most commonly used determina- 
tions. Also available uncalibrated. 


E. LEITZ, INC. 


468 Park Avenue South, New York 16, New York 


PHOTROMETER, 
MODEL 


THE ONLY PHOTOMETER 


N EW TZ MODEL M PHOTROMETER 


Leitz dependability. Since you’re experi- 
enced with laboratory equipment, you know 
the enduring dependability of a Leitz 
Photrometer is the surest way to obtain 
reliable results every time—year after year. 


Get all the facts . . . write for literature 
providing full information on all the impor- 
tant new features and conveniences built 
into the latest Model M. Fill out coupon... 
MAIL TODAY! 


Gentlemen: 


C) Please send me complete information 
on the New Leitz Model M Photrometer. 

© Kindly have Leitz representative 
phone for appointment to demonstrate 
Photrometer at no obligation to me. 
Name 


Address. 


City. Zone 


Telephone 
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{ | ese SODIUM CALCIUM POTASSIUM 
roe amines reg ror 


PREDNISONE) | ISONIAZID pypipoxive | PARASAL 
‘PANRAY’® | PANRAY ‘PANRAY’ Sodium Packets 


(Pyridoxine HCI) (Sodium Para 
Aminosolicylote, ‘Ponray') 


4 


> 
| | 
S. DEAN ST., ENGLEWOOD, N. J 
Sole Canadian Distributors: Winley-Morris Co., 6579 Somerled Ave., Montreal 29, P.Q. 


UNIVERSITY MICROFILMS 
ED DEPT 313 N 1ST ST 
ANN ARBOR MICH 


Antisera and Antigens 


E. coli Salmonella Shigella Klebsiella 


ENTEROPATHOGENIC 


Bethesda-Ballerup 


Proteus Brucella Tularense 
RICKETTSIAL 


Streptococci Pneumococci Meningococci 
B. pertussis C. albicans Trichinella 
H. influenzae Leptospira 


C. Protein Antiserum and Standard 
Infectious Mononucleosis Antigens and Standards 


Fluorescent Tagged Antibodies and Reagents 


POTENT STABLE SPECIFIC 


Descriptive literature on request 
Specify 


DIFCO LABORATORY PRODUCTS 
BIOLOGICS CULTURE MEDIA REAGENTS 
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